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Christmas, 1443 


The Grace of Our Lord Jesus Christ 


I live in an age of varied powers and knowledge, 
Of steam, science, democracy, journalism, art 
But when my love rises like a sea, 
I have to go back to an obscure tribe and “a 
Child in a manger” 
To formulate a blessing. 


— Chesterton 

WE live in an unprecedented age. Historians may 
be fond of delving into the yellowing pages of his- 
tory to find which age of pre-Christianity or Chris- 
tianity most resembles our own with its upheavals, 
its vaguenesses, its uncertainties, and its problems. 
But the truth of the matter is that our time is unique 
in mankind’s history: unique because of the magni- 
tude of the physical forces which we have pitted one 
against the other; unique because of the incredibly 
comprehensive social forces which are interlocked in 
a deadly grapple; unique because of the involvement 
of almost the whole of mankind in a totalitarian 
struggle, the likes of which any other preceding age 
could have thought of in no other terms than as a 
destructive cataclysm. We live in an age of varied 
powers and knowledge when steam and science and 
democracy and journalism and art are all hell-bent 
upon the destruction of man by man. 

Surely, amidst all of this horror, there must be 
Someone to whom the shackled arms of mankind are 
raised in prayer; to whom the broken hearts of man- 
kind can be poured out in love; to whom the bleed- 
ing lips of mankind can utter a trustful petition; to 


Our apologies must be offered to Chesterton for the verbal change 
we have introduced into this strophe. Chesterton wrote “and a Slain 
Man” where we have written “and a Child in a manger.” But his 
thought is so apropos to this Christmas season that the change may 
be deemed a natural and a reasonable one and one which Chesterton 
himself would have approved. 
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whom the hopeless and despairing mind of mankind 
can offer the last remaining vestiges of a hopeful 
Faith. The day has come when for us Christ means 
more than He could ever have meant to mankind 
ever since out of an obscure tribe a Child was placed 
in a manger and raised His Infant Hand in benedic- 
tion over mankind. Christ means more to us today 
because never before has mankind realized more 
convincingly what it would be if it were not for 
Christ. The horrors of today, indescribable though 
they are, have made us understand how much more 
horrible our horrors would be if it were not for Christ 
and all that Christ has brought to mankind. 

To be sure, Christ has died for us to redeem us and 
to restore to us our claims, such as they are, to the 
eternal blessedness of heaven. To be sure, Christ lived 


on earth to give us an example of the lives we our- 


selves are to lead and of the lives which we are to 


teach others to live; to be sure, in the giving of that 
example, Christ taught and illustrated His teaching 
by the sweetness and the gentleness and the meek- 
ness of His own acts and by His divine endurance of 
every conceivable suffering. Hence, He is for us to- 
day, the blessed reality that energizes me today and 
strengthens me today, and brings joyful elations to 
me today even though His own earthly existence may 
have terminated two thousand years ago. 
“There was a man who dwelt in east centuries ago, 
And now I cannot look at a ship or a sparrow, 
A lily or a cornfield, a raven or a sunset, 
A vineyard or a mountain, without thinking of Him.” 
If this be not to be divine, what is it? Every saint 
of Christian times, every pious soul, every distressed 
heart, every aspirant to an ideal life, every earnest 
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laborer, every sculptor, artist and poet whose pen or 
brush or chisel, has attempted to translate the in- 
tangible beauties of faith into the tangible beauties 
of picture or statue or poem, has uttered the same 
fundamental yearning, to seek and to express Christ 


in all the surrounding realities of life. 


Christ before me, Christ behind me, 
Christ alone my heart to bind, 
Christ beneath me, Christ above, 
Christ around with arms of love; 
Christ in all who look on me, 

Christ in every face I see; 

Christ in all, who on me think, 

Christ their food and Christ their drink; 
Christ in all whom my thoughts seek, 
Christ the lowly, Christ the meek; 
Christ in chariot, fort and ship, 

Christ to hold when anchors slip; 
Christ in all who list to me, 

May their ears hear nought but THEE. 


it is this realization of Christ in the common places 
of life that is easiest to achieve not through the suc- 
cesses of life but through its sorrows, not through the 


powers of life but through its weaknesses, not through 
triumphs but through disappointments; 


“How else but through a broken heart : 
Can the Christ Child enter in?” 


And so this Christmas in the midst of the world’s 
greatest agony, when the amount of suffering in the 
world is probably greater than it ever has been, when 


there are more tears and more pain and more broken 


hearts and more homeless and hungry and unclothed 
and sick, when there are more patients in homes and 
hospitals, more graves in the world’s cemeteries than 
at any other time in mankind's history, should be for 
us the Christmas day of Christmas days because this 
day should bring closer home to us the reality that 
is Christ. In contrast with the yearning prayers of 
mothers’ hearts, the lonely prayers of wives and chil- 
dren; in contrast with the clamors for peace of a war- 
wearied world; in contrast with the destruction 
wrought by the incredibly effective engines of death 
that are at work in this war, there re-echoes at least 
in the peaceful seclusion of our hearts into which 
Christ by His grace has access and where He lives 
at one with myself, the message He has brought 
us on every Christmas day “Peace on earth to men 
of good will.” 

And so may this be the prayerful message that is 
offered to our Catholic hospitals, to our Catholic Sis- 
ters and the staff members of our institutions and to 
all our patients and volunteers and helpers and 
nurses, the wish that Christ may be for them on this 
blessed Christmas Day, the one reality which will 
make all of us aware that He the God Man is above 
all the events and personalities of life, the one Person 
and the one Reality Who can alone bring us the joys 
and blessings which in His Infinite love He has 
destined for us and which will come to us with the 
Peace that He has brought to all men of good will. 
— A.-M. S., S.J. 
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The Physician’s Dignity 


Honor the physician for the need thou hast of him, for the 
Most High hath created him. 
For all healing is from God, and he shall receive gifts from 
the King. 
The skill of the physician shall lift up his head, and in the 
sight of great men he shall be praised. 
The Most High hath created medicines out of the earth, and 
a wise man will not abhor them. 

—Ecclesiasticus xxxviii, 1-4 


GENTLEMEN of the graduating class, sons of an il- 
lustrious Alma Mater; beneficiaries of an age-old, world-wide 
educational system; heirs of the cumulative science of medi- 
cine; diplomats of its present-day excellence, today you stand 
at the portals of life’s commencement in the service of your 
fellow man. 

You have come into this historic church for another breath, 
as it were, of spirituality in appreciation of the fact that 
your patients are composed of body and soul, and that the 
cultural values of life, the imponderables, comprise its essen- 
tials. Man does not live by bread alone. Medicine does not 
rest on a glittering foundation of gold. The enduring glories 
of the physician are in his heart. There is the repository of 
your proudest moments, your most enduring possessions. 

Circling humanity’s wrist, with finger on its pulse, the 
medical profession comes into truest sympathy, fellow-feeling, 
with all mankind. Each measured beating of humanity’s great 
heart finds the answering throb in your own. In a nation’s 
life, your work is a vital process. The physician approaches 
the position of Alpha and Omega of earthly existence. He 
ushers the child into the world, and cares for him during all 
his coming years. Wherever man builds a habitation he enters 
on his errand of mercy. He answers his every call for help. 
He shares his anguish when the touch of death chills his 
loved ones. In the desolation of the lonely relic of a home, 
his is the courage for the sunset of life. When pestilence 
stalks abroad, he leads the defense of his flock, even as the 
Good Shepherd. In the vigor of his manhood he marches 
forth with his soldier patients to rescue and restore. During 
all the seven ages of man he plays his part, and when the 
curtain is rung down his stylus traces finis. 

Today when the major portion of humanity is engaged in 
destruction, you assemble before the altar of God to recon- 
secrate yourselves to the conservation of life. Great peoples 
are possessed of the single determination to bring economic, 
social, and political ruin on their neighbors. All of the 
achievements of their science are mobilized but to kill. 

Our hope is, that out of this wild orgy of national pride 
there may come a more refined sense of individual responsibil- 
ity and personal integrity; out of this grossly materialistic 
philosophy there may come a strengthened acceptance of 
spiritual values; out of this titanic class of ideologies there 
may come a safer rule of our sorely tried democracy; and 
when the history of this sad era is written, there will loom 
up the heroic figures of the brave men who have carried the 
saving power of medicine from the lowliest ranks of civilian 
life on up unto the very cannon’s mouth. The world stands 
at attention, to honor, to praise the medical profession, mes- 
sengers of mercy, of healing, of life, in the midst of global 
destruction. 

Our service to humanity depends largely on our apprecia- 
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tion of humanity. If we were to look, in a coldly materialistic 
way, upon life, and see in the unfortunates who are brought 
to us, only so much impersonal clinical material with which 
to work — even though from that material we were to draw 
ever so finished a product — we would be putting our bodies 
only to work, and the inspiration of the soul would be lacking. 
We must rise to the eminence of our true dignity, and in the 
bright light of the new day of service, we must look out upon 
humanity as an object worthy to inspire high ideals. Others 
may labor with the perishable things of earth. Master minds 
may plan stupendous things of iron and steel. A master’s 
hands may chisel the marble into the likeness of human 
form. A master’s brush may assemble the colors to deceive 
even the birds of the air, as mythology tells us of a Grecian 
artist. But what are all these things compared with the 
lowliest of the children of men? The canvas of the artist has 
long since faded, and the marble of the sculptor has long 
since crumbled into dust, and yet, each coeval child lives on, 
in an immortality that is sweeter with the passing years and 
richer in its fragrance as the ages die away. The genius and 
the efforts of others may be expended, as the Bard of Avon 
says, on “the sticks and stones and worse than useless things.” 
But man is the recipient of your service. You are to live not 
merely for the physically sick man, but for the whole man, 
considered in his spiritual, his economic, and his social aspects 
—man, at his worst, with a body diseased, disfigured, and 
corrupting, with a mind whose imagination may torment him 
with a thousand idle phantasies, and a conscience that may 
weigh him down with a load of guilt and banish forever that 
subtle soothing influence we call peace of mind. Man at his 
worst, irritable, unreasonable, ungrateful, utterly contempt- 
ible, challenging your patience, trying your soul. Man at his 
worst,.yes — but fighting for life; and for life eternal. 

Man at his best, lord of creation, little less than the angels, 
made to the image and likeness of God, living temple of the 
Holy Ghost; with a mind whose keenness is limited only by 
its application, possessed of wondrous faculties, memory, 
reason, judgment; with an intellect that can master the mys- 
teries of naturé’s three-fold kingdom, and unaided by revela- 
tion, can ascend to the heavens above and know absolutely 
the very existence of God; with a will that is free to make a 
choice which is to last for all eternity; with a soul immortal 
that alone can stand amid the crash of myriad worlds, rise 
supreme above the falling arches of time, and enter into the 
secure possession of its eternal inheritance. 

Such an ideal of man inspires a noble service, for next to 
the service of God nothing could be more inspiring than 
service to the last and crowning work of God’s creative power. 
Then, when we combine these two motives, when we show our 
love of God by our loving service to our fellow man, when 
we try to make that service a worthy expression of the love 
divine which we should all reciprocate, then, all that head 
and all that heart can do, all that science and all that art can 
do, we do for each patient. 

The Incarnation of the Son of God was the pivotal point 
of all history, not only in regard to man’s relations to God 
but also to man’s relations to man. With the beginning of our 








era, a new spirit entered the world and permeated every field 
of human endeavor. Hospitalization became a virtue, and 
nursing an opportunity of eternal reward. Christianity taught 
the world that sickness was not a curse, as the pagans had 
thought. In fact it might be made an unmitigated blessing. It 
taught that companionship with the soul gave the body a 
dignity and elevated the care of the body to the height of 
religious action. 

Medicine became a corporal work of mercy, and research 
became the re-discovery of the primal revelation. Intuitively, 
uncorrupt human nature possessed the knowledge of all things. 
The earth was man’s and the fullness thereof. Evil entered 
the world and destroyed the divine harmony of creation. The 
spiritual triumph came in the Incarnation. Then, as a proof 
of the immensity of divine goodness, physical evil finds its 
remedy in the created forces of nature. Step by step, labor- 
iously, carefully, patiently, the accumulated science of medi- 
cine uncovers the secrets of nature, recaptures the dormant 
forces, and gives to man the healing elements, the remedies 
designed by God for the alleviation of human woe. 

Thus the triumph over sin continues. God is honored in 
your work. It approaches the status of priest, of prophet, of 
the anointed of the Lord. Your efforts to prolong human life 
are the sincerest cooperation with the Eternal Source of Life, 
your efforts to lessen human suffering, anticipation of the 
Vision Beatific. 

With epoch-making discoveries in medical research, with 
marvelous triumphs in surgery, your dignified profession ad- 
vances, treasuring all of the contributions of the past, laying 
rich tribute on the scientific excellence of the present, but, 
ever and always, preserving its idealism, and more than any 
other, remaining under the aegis of religious motivation. 

What a desecration of your noble profession, in a national 
health program, to place all of the emphasis on the economic 
phases of the practice of medicine. How desperately inhuman 
it is to consider the patient merely as a cog in a national 
machine that must be kept running to promote the nation’s 
wealth. 

As the old pagan considered sickness only as a curse, so 
our economic philosophers consider it as a national liability. 
This perversion of the true concept of human society will 
produce a terrifying revolution in the health care of our 
people, and cause a tragic loss of all of the cultural values in 
the voluntary system of education, medicine, and hospitaliza- 
tion, that we have built up during the ages, and particularly, 
during our national life in America. 

Facing these proposals of socialization it is well to consider 
certain facts. In the old world, the strongholds of totalitarian- 
ism are now tottering under the impact of a war of rebellion 
against them. Bismarck established socialized medicine in 
Germany — we are in mortal conflict with the system that 
included it. Men, everywhere, are giving serious thought to 
the fatal failure of overcentralization in government, to the 
inherent defects of bureaucracy, and the suppression of the 
finest expression of public spirit in state monopoly in human 
activities. There is a growing acknowledgment of the wisdom 
and the need in our distinctive American national life of en- 
couraging and sustaining our economic and social forces that 
function so well on a voluntary basis and that represent the 
individuality, the free enterprise, and the generous impulses 
of our people. 

In our Democracy each citizen is a free man, in the sight 
of the government, to which he freely gives his allegiance. 
It is recognized that he has inalienable rights: to life, liberty, 
and the pursuit of happiness — to life and the means of pre- 
serving it—to liberty, in the choice of those means — and 
to the happiness that comes only with peace of mind in the 
treatment by the doctor of his own choice. His happiness 
would be banished by lack of confidence in his doctor. His 
right to it would be disregarded if he were forced to entrust 
himself and those who are near and dear to him to a doctor 


concerning whom he had no information, in whom he had no 
confidence, as provided in the listing of all to a state doctor 
under the proposed legislation. The free choice of physician 
and the confidence it engenders is the climactic supplement to 
the healing powers of medicine. 

Responsible men, heads of families, have traditionally 
deemed this right as concomitant with the responsibility they 
carry in building the primary unit of the state, the home. 
They recognize the powerful moral implications, the all-per- 
vading moral problems involved which affect every phase of 
their family life within their own homes. They cherish this 
right as a most intimately fundamental freedom. 

In response to the appeal of an impoverished citizenship, 
their government must attempt to do for them what they 
cannot do for themselves, must supplement deficiencies in 
their health care to prevent the evil that might come to all 
from such neglect. But this is a far, far cry from our 
present conditions where a competent and a willing people 
have provided for themselves the best medical and hospital 
care in the world. 

With every right there is a corresponding duty. The citizen 
is also a human person, and his personal responsibility means 
that as a creature he is answerable to his Creator for the 
proper care of the body he has received. Every man, to the 
best of his ability, must provide for his own care. He cannot 
lightly pass on this personal obligation to his government in 
the expectation that, on the basis of a social insurance 
formula, someone else, preferably industry, is going to pay 
for it. He can invite and receive all of the assistance he 
desires or needs to fulfill his duty to himself, but just as no 
citizen should be forced to surrender his inalienable rights, 
so no person should be allowed to shirk his duty to himself. 

The proposal is to take all of these rights from the citizen 
and to assume all of these obligations for him. It is proposed 
to take from the physician his inalienable right to happiness 
in the freedom of choice of an avocation in life, and make 
him merely a government employee, to take charge of medical 
education and reseatch; the practice of medicine and the 
designation of specialists; to control hospital, laboratory, and 
all allied services. This might be considered justifiable on the 
assumption that medical education and the practice of medi- 
cine in this country had sunk so low as to constitute a na- 
tional emergency; and that our present voluntary hospital 
system is woefully incomplete, inefficient, and incapable of 
proper expansion. Neither of these assumptions could possibly 
be sustained. 

American medicine, voluntarily organized, is now giving our 
people better trained and more doctors per unit of population 
than any other nation enjoys. With increased registration and 
the accelerated program, our medical schools are now graduat- 
ing a third more. Local defects in the distribution of profes- 
sional service can be remedied with the return of the thou- 
sands of young doctors and nurses after the war. Economic 
formulas of dividing the costs and spreading the risks have 
long since passed the experimental stage. Popular acceptance 
of the voluntary hospital plans in terms of the percentage of 
possible coverage must not be minimized. Approximately one 
fifth of the male wage earners of the nation are to be covered 
by the protection of the Veterans’ Bureau. Commercial, 
fraternal, and industrial coverage, together with governmental 
employment, exceed another fifth. A large and rapidly in- 
creasing part of the remainder of the population are already 
enrolled on a voluntary basis. 

Eighty-five per cent of our people are carrying insurance 
that is much less attractive than health insurance, and the 
indigent, the institutionalized, and other ineligibles comprise 
about fifteen per cent. In all proposed legislation there is no 
provision for the hospitalization of the indigents. 

The voluntary system has the confidence and the support 
of the people all over the land. No people have done so much 
for their nation’s health. We can solve our health problems 
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with the proper consultation and cooperation of those groups 
whose record is one of accomplishment, who have an ac- 
curate appreciation of the extent and the excellence of the 
present system, which is still vigorous and progressive; it can 
still push forward the hospital and medical frontier into needy 
areas, and meet the challenge for a comprehensive health 
service for all the people, in the traditional American way, in 
a mutually respecting partnership between governmental and 
private agencies. 

Go forth, young doctors, inspired by the magnificent op- 
portunities of your calling. And when memory shall have 


marshalled for the last time, the pageant of your life story, 
you may rest in the contentment of having lived for the wel- 
fare of your fellow man; and when you shall kneel before the 
Throne of Mercy to render the account of your stewardship 
you may be assured of the prayers of your grateful patients 
spreading the white robe of their supplications to envelop 
you; and when your accounts are finally settled, an eternal fee 
will be apportioned, in the currency of heaven, coined for 
you, by the Angels. 

A Blessing I wish you all, in the name of the Father, and 
of the Son, and of the Holy Ghost. Amen. 


Public Health in the Reconstruction Period 


“May God have mercy on us, and bless us: may He cause 
the light of His countenance to shine upon us... . That we 
may know Thy way upon earth: Thy salvation in all nations.” 

— Ps. Ixvi, 2-3. 


THE great prayer of the psalmist in Israel interprets the 
aspiration of the thoughtful American in 1943. It is true we 
fight for physical survival; but even the animals do that. 
The civilized man can fight whole-heartedly only when to his 
need for personal security is added his need for spiritual 
freedom. We fight today for the freedom to go steadily 
forward in our personal interpretation of God’s way on earth 
— imperfect as that interpretation has been — and to secure 
it for any man of any nation to whom such freedom is 
precious. We fight against those who deny God’s mercy and 
degrade His blessings. Without His “saving health,” we shall 
not win that fight. 

In our casual use of the word, we have been accustomed 
to think of health in the negative sense as the absence of 
pain or disease or obvious disablement. Yet if we check back 
to its Anglo-Saxon origin, health means something positive. 
It is wholeness. It is the addition to the norm of everything 
that makes life long and rich and productive. 

Today we and our allies fight for the four freedoms out- 
lined by the President in his message of January 6, 1941, 
later confirmed in substance by the Atlantic Charter and the 
declaration of the United Nations. They are freedom of 
speech and expression, freedom of worship, freedom from 
want, freedom from fear. All are essential to that wholeness 
of man which is total health. There is much to do, beginning 
now, toward implementing the third freedom which the 
President has defined as the security “to every nation of a 
healthy peacetime life for its inhabitants everywhere in 
the world.” 

If we are too slow in getting at the task or too sparing in 
our efforts, long before the four freedoms are attained we 
shall be ridden down by the four horsemen of the Apocalypse: 
war, famine, pestilence, and death. They go forth together. 
Pestilence and famine ride longer and farther than war. 
Death rides with them long after war is done. 


The Menace of Hunger and Disease 

Hunger and sickness during World War I and immediately 
after it, did more to deplete the vitality of Europe than all 
the weapons and instruments of battle. 

In the three years following the armistice more people 
died of starvation and disease than were killed during the 
four years of war. Coming as I have from the first meeting 
of the United Nations Relief and Rehabilitation Administra- 
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tion in Atlantic City, my mind is filled with vivid reports 
by the doctors from occupied countries and from China of 
the transcendent health problems which exist now and which 
will grow progressively worse until the enemy is beaten. 

The occupied countries of Europe can be divided into 
“hungry countries” and “starved countries,” and frequently 
an indistinct line separates the two. In Poland the population 
exists on 800 calories per day, except the Jews who get 
only 400. All doctors in western Poland have been liquidated. 
The German policy is “public health in reverse.” Each of 
the eight medical schools has been dismantled; every in- 
strument, every book, every piece of apparatus transported 
to Germany. For the first time in the history of warfare, 
hunger, disease, and destitution have been used as political 
weapons supplementing military operations to weaken the 
will of resistance and force submission of a whole population 
to the will of the conqueror. When Germany is defeated every 
fourth Polish National (this is the proportion of displaced 
persons) will be on the move to regain his home and work- 
place.‘ The danger of epidemics, therefore, will arise 
immediately. 

In France the birth rate between 1937 and 1942 has 
dropped 28 per cent. Last year there was a net decrease of 
230,000 in the population. One half of the children born 
weighed less than 6.6 lbs. Last year, among three-year-old 
children, 72 per cent either lost weight or did not gain. 
Among adults, loss of weight is universal, averaging 22 to 
33 Ibs. At the Hospital St. Louis, parasitic skin diseases 
increased from 2,500 cases in 1939 to 48,000 cases in 1941 
— chiefly due to a lack of soap. 

Deficiency diseases are rampant, causing lack of resistance 
as evidenced by the increase in the death rate in some 
hospitals from 3 per cent to 50 per cent. Tuberculosis has 
become a public danger. It is rife among young people and 
of every two Frenchmen who die between the ages of 20 
and 40, one is struck down by tuberculosis. 

The shortage of medical equipment is serious. Biologics 
such as insulin and vitamins are scarce. Other products are 
unobtainable, including opium, quinine, ether, chloroform, 
bismuth, etc. 

In eastern Europe typhus fever is epidemic. Malaria in 
Southeastern Europe lays low whole population groups. In 
many areas “pregnancy is almost a death sentence because 
the inadequate food will not support the life of mother 
and unborn child.” 
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The Impending Migration 

There are 21,000,000 people in Europe displaced from their 
homes, including prisoners of war, political prisoners, refugees, 
slave labor, and evacuees. When the fighting stops, when 
Germany collapses we shall see the greatest mass migration 
in history. There will be the. overwhelming desire to get 
home, causing a human torrent which no barrier can stop. 
From the camps where typhus fever, dysentery, and other 
diseases are rampant, infection will be disseminated into the 
most remote villages of the continent unless heroic measures 
are taken. 

Even though I have talked with many people from the 
occupied countries, have seen reports recently smuggled out 
of them, and have heard the vivid first-hand accounts, it is as 
difficult to visualize the mass destitution, horror, and disease 
which is the lot of so many millions, as it is for us to 
recapture the scenes of the black death of six centuries ago. 
To deal with what we inadequately have termed “relief and 
rehabilitation,” the United Nations have pooled their leader- 
ship and resources. In every reoccupied country, starvation 
and disease will be the two central facts. Just as the United 
Nations have organized a joint strategy to win the war, so 
at Atlantic City a joint strategy is being organized to conquer 
disease when the fighting stops. 

Another type of interallied high command, composed of 
health officials from the several countries will be needed. 
Emergency agreements between the nations should be devel- 
oped by an interallied command to provide prompt inter- 
change of epidemic intelligence, to insure unified measures 
between the several countries for the control of disease and 
to provide uniform quarantine procedures in the immediate 
aftermath of war. Conditions and needs in one country after 
another are being studied. Requirements for supplies and 
personnel are being formulated. Personnel are being recruited 
and trained, both as individuals and teams, for duty in 
specific areas. 


The Battle for Health 


In short, the United Nations now at Atlantic City have 
organized with firm purpose so that when the war is won, 
the worst wounds of the freed nations will be tended, so 
that essential food stuffs and saving health services will 
flow promptly to all, in proportion to need, as freely as the 
world’s resources permit. Upon this rock a lasting peace 
can be built. 

America’s destiny is not only to be the arsenal of war. 
but to be the storehouse of peace as well. If we are to share 
fully in building that better world we and our allies are 
fighting for, we must not fail to make ourselves strong of 
body and spirit. “Freedom from want” can be approached 
best if we apply equitably for all of our people what we 
know in terms of meeting the two most basic physical needs 
of man — food and health. 

War has taught us this further lesson: International collab- 
oration on the health front means far more than protecting 
ourselves from disease originating in one nation or the 
other; it means sharing with our allies all our resources — 
public health, medical, and research —that will contribute 
to human efficiency, just as we share our bombers. Through 
two bitter world wars we have learned that we cannot remain 
at peace with the rest of the world in flames. Similarly we 
know that we cannot remain free from epidemic diseases 
while they flame in other lands. 

For generations we Americans have thought that the two 
great oceans on either side of us made military aggression 
unthinkable. Our health authorities always have known that 
the open seas were open roads to disease-aggression. And 
now through the opening of the air lanes, the dangers are 
multiplied. 

The traditional way of dealing with threats of epidemics 
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from abroad has been to set up barriers of quarantine and 
restrictions of trade. But even these repressive measures 
were not effective until certain of the nations recognized 
their mutual dependence on the health front, and their health 
officials sat down around the conference table to establish 
uniform international quarantine measures. This was the first 
positive step toward the solution of world health problems. 
The development of worldwide epidemic intelligence service 
was the second. 

The objectives of world health necessarily go much further 
today. Once the common victory is won, the United Nations’ 
health forces with mutual understanding will be directed 
toward building for peace. From that experience there should 
develop an international public health organization, ulti- 
mately to be worldwide in scope through which mutual aid 
can be given in bringing God’s “saving health among all 
nations.” 


A Vital Profession 


Members of the Graduating Class: Never before have 
practitioners in the health professions stood on the threshold 
of a more thrilling era. In this greatest of all wars, you are 
not only better armed for saving the lives of the wounded, 
you have had better weapons for preventing the classical 
military diseases which, in all wars, have taken more lives 
than shot and shell. The troops for whose health and safety 
you will be responsible can be protected against smallpox, 
typhoid fever, against yellow fever, typhus, and tetanus. You 
will have many new and potent weapons against deaths from 
wounds — notably the sulfonamid drugs, blood plasma, and 
penicillin. Add to these the greater surgical skill which 
centuries of pioneers have passed into your hands. And to 
share the burder, you and your colleagues compose the 
largest ratio of better trained physicians and dentists which 
has ever been attached to the armed forces of any nation. 

Our colleagues who now are bearing the burden in the 
heat of battle have made a proud record in life-saving. The 
Surgeons General of the Army and the Navy have recently 
reported new low rates of sickness and of mortality from 
wounds. It will be your privilege to equal and surpass 
that record. 

The task will not be easy. But the task of the physician 
has never been easy. Ours is a dynamic science, ever effecting 
changes and subject to change. 

Military medicine basically is preventive medicine. Yet 
among medical graduates generally, skill in preventing disease 
does not parallel their skill in treating disease and wounds. 
Preventive medicine, a relatively new specialty, is not taught 
thoroughly to all students in our schools of medicine and 
dentistry. You, at the St. Louis University, have been 
fortunate in that many of the gaps so often found in 
training of physicians and dentists have been filled by your 
teachers and the excellent facilities available to you. 

Medical science has not yet revealed preventive measures 
for all diseases. We have not yet learned how to protect 
troops fully against malaria. Intensive research is going 
forward — seeking more effective anti-malarial drugs. Protec- 
tion against the malaria-carrying mosquito has been improved, 
and much can be done to keep down the non-effective rates 
from this cause. The new equipment and the routine measures 
recommended for use in the armed forces, when religiously 
followed, have resulted in low rates in some units, while 
near-by units ignoring the threat have had high malaria rates. 

We have not yet been able to conquer a group of diseases 
which have been the most outstanding companion of armies. 
I refer of course to the venereal diseases. Science has made 
much progress in speeding a cure and making it more 
certain. Through treatment by the sulfa drugs, 80 to 90 
per cent of all cases of gonorrhea can be cured within a week 
New intensive methods of treating syphilis promise results 
within a few days or weeks equal to traditional methods 
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requiring a year or eighteen months. More recently, penicillin 
assures the prompt cure of gonorrhea and gives great promise 
in the cure of syphilis as well. 

The control of venereal disease is not solely a medical 
problem. It is a function of command involving directives, 
discipline, morale, and leadership. You, who are medical 
officers of the United States, therefore, have not only the 
function of healing but of teaching, guiding, and raising the 
barriers of wisdom, loyalty, and character against venereal 
infection among the men for whose health you are 
responsible. 


The Place of the Psychiatrist 

I have said that you carry to your task new and more 
powerful weapons against many infectious diseases. There 
is one important group of diseases, however, over which 
our controls are least effective: the mental and nervous 
diseases. The war is sharpening our attack upon these dis- 
abling conditions. For the first time, on an extensive scale, 
psychiatry is being used as a preventive technique, rather 
than as treatment for the human wreckage of mental dis- 
order. The armed forces are attempting to screen out 
not only the frank psychoses but also the personalities un- 
suited for military life. The Navy, by thorough observation, 
has been able to work out a system of selection and classifi- 
cation, unheard of in the last war, which conserves three 
fourths of the manpower which would have been routinely 
rejected for mental or nervous disorder. In the Army, psy- 
chiatrists are working preventively with troops in combat 
right up at the front lines. 

The physician without special training in psychiatry has 
much to contribute in this work. This war is more violent 
than any preceding one. The strain on the men is greater. 
Each of you knows that there is a limit of physical endur- 
ance beyond which one cannot go. That limit is different 
for each of us. It can be stretched through training and 
toughening, through faith and the will to do. So also there 
is a limit for each of us beyond which our mental and nervous 
systems will not take us. This limit, too, is not fixed. 

The transition from peaceful civilian life, or even from 
the classroom, to battle conditions necessitates a complete 
reorientation. As physicians, you will need to learn the 
extreme limits of your own endurance and your men’s 
endurance, so that you may push beyond the limit only as 
a last resort. 

Lieut. Commander E. R. Smith, M.C.U.S.N., reported at 
a meeting of psychiatrists last spring on the combat fatigue 
of Guadalcanal. Some of the men were faced with conditions 
beyond the limits of any human endurance. Commander 
Smith says that “fatigue wore them down. It was painful, 
aching fatigue that they felt could never be relieved or 
cured —they lost weight—rain, heat, insects, dysentery, 
malaria, all contributed, but the end result was not infection 
—but a disturbance of the whole organism. The fear that 
they would be thought yellow was universal. We found one 
of our first duties was to endeavor to relieve them of this 
thought, and it was pathetic to see how grateful they were 
when told no one would consider them cowards.” 

The Public Health Service, which has been giving medical 
care to the American merchant seamen since 1798, has joined 
with the War Shipping Administration in this war to provide 
psychiatric care for the sailors who are fighting the battle 
of supply lines and are faced with constant danger for long 
days on end. They do not even have the release of being 
able to fight back when their ships are attacked. Many of 
them come into port suffering from nervousness or physical 
disorders which are emotional in origin. We now give them 
a few weeks of rest in a convalescent home, where intensive 
psychotherapy is applied. Larger groups are reached through 
group psychotherapy before they go to sea. 

Out of all this new work in the application of psychiatry 
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should come a greater acceptance of this relatively young 
specialty in medicine. Certainly, we shall need also every 
means at our command to meet the mental and emotional 
problems of readjustment to peace both in the ex-service 
men and in the civilian populations. 


Love of God and Men 


Your cardinal responsibility is for the total physical and 
mental health of the men who come under your charge. 
Yet you and science can do only part of the job. The most 
important part depends upon your knowledge of the 
individual, your belief in the dignity of the individual, and 
upon the character of your leadership. Every good officer 
must be convinced and must convince his men that ‘he 
“carries in his knapsack a marshal’s baton.” This does not 
mean self-assurance to the point of conceit. It does mean 
assurance based on faith in the righteousness of our cause; 
the confidence in your professional ability, conviction that 
you can constantly develop a stronger character, a wiser 
mind, and a greater love of God, country, and your 
fellow men. 

Your country has placed great faith in you. You have 
received your training in what you and I believe is the 
greatest of all professions — and you have received it on the 
basis of your qualifications for growth and service. Most of 
you are commissioned as officers. No honor can come to any 
American greater than to be commissioned by the Com- 
mander-in-Chief as an officer in our health and medical forces. 
The medical corps of the Army and Navy and the U. S. Public 
Health Service are clothed with magnificent traditions, as 
well as with the uniform of the United States. There is 
every reason why you should equal and excel the devotion 
to duty and the sacrifices which fill the history of medicine. 
No words of mine congratulating you upon being graduated 
from your schools will add to the satisfactions which I know 
are yours on this eventful day. Yet, as a physician who 
entered the Public Health Service on the brink of another 
war, I must congratulate you. 

Service in the life-saving professions, both in war and 
in peace, remains to me the inspiring, the constructive way 
of life. As practitioners, you and I must perforce believe 
that our science is for the service of all in proportion to 
need. We seek to enable every individual to attain maximum 
physical and mental development; to have an equal oppor- 
tunity for health within the limits of inherited capacity. 
We seek to provide the best health service — preventive and 
curative — for everyone. And because we have the knowl- 
edge and skills to provide it, all of us in the professions 
must take the lead in formulating constructive and practical 
means of meeting the future health and medical needs of all 
more fully than has yet been done. 


A New Era 

Our civilization has been so busy with the transformations 
of man’s environment that we have learned relatively little 
about man himself. We have felt it impractical to put as 
much emphasis upon his capacity for life saving as upon 
his tendency to destroy. We have little conception of what 
world peace would mean on the health front; a democratic 
peace which would destroy the four horsemen and give form 
to the four freedoms. The freeing of all peoples from the 
want of food and the want of health, from fear of premature 
death and needless suffering, is a task to make first claim 
on the world’s resources of materials and leadership. Our 
willingness to make good that claim may decide whether or 
not the tragedies of war are to be followed by the horrors 
of famine and pestilence and the disintegration of hope, 
without which a people perish. If we have the capacity to 
make good the claim, we may look confidently for the bless- 
ings of a peace beyond the world’s experience or our present 
understanding. 


367 








Example of Hospital Construction 
Under Wartime Restrictions 


WHAT the post-war costs of construction will be, no one 
knows. If the national income is to be adequate to support 
the national debt, it is reasonable to suppose that labor and 
material costs will be as high if not higher than at present. 
How otherwise can an adequate national income be 
maintained? 

Many hospitals need additional facilities now. The demand 
for service has increased and no doubt will continue to 
increase. 

The hospital addition described herein was completed in 
September, 1943, under the supervision of the Federal Works 
Agency with restrictions set up by the War Production Board. 
The cost of building the structure was less than $2,000 per 
bed. 

Construction details include solid brick walls and poured 
concrete foundation and basement floor slab. The floors are 
of frame construction with rough and finished wood floors. 
Linoleum was laid over finished floors throughout the ground 
and first floors. 

An additional story is contemplated and provisions have 
been made in the roof construction to enable this work to be 
carried out with no damage to present work. 

There was a lack of storage space in the existing hospital. 
The basement of the addition provides this much needed 
space. An assembly room for the auxiliary aides of the hos- 
pital is provided in the basement. 

The ground floor contains two large wards, two semi- 
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private rooms (isolation) with utility room, diet kitchen, and 
toilet rooms. 

The record room is adjacent to the doctors’ room on this 
floor. A connecting passage gives access to elevator and oper- 
ating facilities in the older building. 

A glass-screen partition was erected between the patients’ 
portion of this floor and the service portion, thus affording a 
quiet area for the patients. 

On the first floor there are four four-bed wards and two 
semi-private rooms (isolation) in addition to utility rooms, 
diet kitchen, toilets, and nurses’ room. Passageway is also 
provided on this floor, connecting with the main building. 

The entire roof area was insulated. All ceilings on the 
ground and first floors were covered with acoustical tile. 

In the present boiler room a new boiler was installed to 
heat the addition. New sewer connections were run from the 
addition to the sanitary sewer in the street. A modern nurses’ 
call and signal system was installed with stations at each bed 
throughout the hospital. The fire-alarm system was connected 
with the town signal system. 











4 BED WARD 4 BED warRD 
SRE OS te 


Cc ORRID 


ee RSE 
4 BED WARD 


RS RS 
4 BED WARD 














twen] 


uTuity 
Aoom 








FIRST-FLOOR PLAN OF A 35-BED ADDITION TO WINTHROP COMMUNITY HOSPITAL, WINTHROP, 
MASS. THOMAS F. McDONOUGH, ARCHITECT; FREDERICK J. MULDOON, CONSULTANT. 


FIRST FLOOR PLAN 


o S$ 6 1 20 25 











EXISTING BUILDING 

















HOSPITAL PROGRESS 











ROOM 





5 BED WARD 
ERS mR 


ee Oe ee ee 


G SED WARD 





RECORO ons Tone 
vest 2 r. a8 


me GROUND FLOOR PLAN 





EXISTING BUILDING 

















STORAGE STORAGE 











BASEMENT PLAN 


° s 10 61F§ 20 «32s 


BVILDOING 





VNEXCAVATED 























EXISTING 




















Structural Details 
Foundations 


Poured concrete foundation walls and basement floor slab. 


Exterior Walls 
12-inch, solid brick, furred on inside and wire lathed and 


plastered. 


Roof 
Frame construction with tar and gravel roof. 
Entire roof area insulated. Wood cornice. 


Exterior Sash 
Wood, double-hung windows with sash balances. 


Interior Floor Construction 

Frame construction double flooring with linoleum covering 
throughout. 
Ceilings 

In all rooms and spaces on ground and first floors the ceil- 
ings are of acoustical tile. 
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Walls 
All walls plastered and painted. Cement plaster was used 
in service portion. 


Nurses’ Call and Fire-Alarm System 

Signal station at each bed with signal lights at doors. 

Annunciators at nurses’ station and buzzers in utility rooms 
and diet kitchens. 

Fire alarm stations at ends of corridors, connected with 
town fire signal system. 


Summary of Costs 


General Construction .. 

Plumbing 

Heating 

Electrical 

$61,150.00 
2,500.00 
1,700.00 
5,500.00 
4,250.00 


Additions after Contract 
Miscellaneous 

Furnishings 

Architect’s fee 


Total cost $75,100.00 
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DURING the past ten years, in four communities in South 
Carolina, there have been established that many Catholic 
hospitals. In 1882, in Charleston, the first Catholic hospital 
was developed —St. Francis Xavier’s—by the Sisters of 
Our Lady of Mercy. Since that time, the following general 
hospitals have been founded: 

St. Francis Hospital, Greenville — 1932 — 120 beds — 24 
bassinets — by the Sisters of the Poor of St. Francis, Cin- 
cinnati, Ohio. 

St. Philip’s Mercy Hospital, Rock Hill — 1935 — 60 beds 
—6 bassinets —by the Sisters of the Third Order of St. 
Francis, Peoria, Illinois. 

Providence Hospital, Columbia—1937—96 beds— 14 
bassinets — by the Sisters of Charity of St. Augustine, Lake- 
wood, Ohio. 


A Much-Needed Hospital 


The fifth Catholic hospital in the State, St. Eugene’s 
Hospital, Dillon, South Carolina, was opened on November 
16. It is a complete, four-story, fireproof building, erected at 
a total cost of $180,000 including all furnishings and equip- 
ment. Fifty beds are now available for patients and when it 
is possible to build a Sisters’ home, a chapel, and chaplain’s 
quarters adjoining the hospital, space for twenty additional 
beds will increase the patient capacity to a total of 
seventy beds. 

This being the only hospital in Dillon County, although 
owned and operated by the Sisters of St. Mary of St. Louis, 
Missouri, it is looked upon as the county hospital. 

The building of this hospital is the result of continuous 
and earnest appeals of the citizens and medical profession 
of the town of Dillon and Dillon County to His Excellency, 
The Most Reverend Emmet M. Walsh, D.D., Bishop of 
Charleston, for a Sisters’ hospital. As evidence of_ their 
appreciation, these citizens have donated the beautiful site, 
300 by 600 feet, with paving, sewers, and water. They will, 
moreover, supply water free to the institution for all time. 
Donations from individuals so far amount to almost $20,000 
toward the cost of furnishings and equipment. 

The War Production Board, after considering the project, 
decided that there was an urgent need for a hospital in this 
county, and, accordingly, approved the plans and granted 
priorities for the critical materials needed in construction 
and equipment. 


The Sisters of St. Mary 

The Sisters of St. Mary, under the direction of Reverend 
Mother M. Concordia, $.S.M., Mother General, accepted the 
burden of financing the project and the much greater burden 
of supplying properly prepared Sisters for the operation of 
the hospital. Already conducting nine other hospitals, moved 
only by the grace of God in the desire for the salvation of 
souls in the ministry of the sick and the poor in their bodily 
ailments, they listened to the appeal of His Excellency, the 
Bishop, and came to South Carolina. 

The hospital bears the name of St. Eugene, named after 
Pope St. Eugene I, Patron Saint of Eugenio Pacelli, the 
present Holy Father, Pope Pius XII. The Holy Father, a 
personal friend of Mother Concordia for many years. was a 


guest at the Motherhouse of the Sisterhood in St. Louis, on his 


visit to this country in 1936. As Pope, His Holiness wrote 
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a personal letter sending his special blessing to St. Eugene’s 
Hospital, at Dillon. 

In the planning of the hospital, the Sisters, consulting 
with Reverend Father Michael of Belmont Abbey, incor- 
porated into the design many of the fine things which they 
had developed during the long years of hospital experience, 
in affiliation with the St. Louis University School of Medicine 
and as instructors in the School of Nursing. Father Alphonse 
M. Schwitalla, S.J., was pleased to give the plans the benefit 
of his valued criticism. St. Eugene’s, although a moderately 
priced hospital for a rural district, stands as a good example 
of the best progress in modern hospital construction and 
development. 

Eleven Sisters are in charge of the hospital. The Sister at 
the head of each department is a graduate in her particular 
specialty; a quality of personal service is thus guaranteed. 


Efficient Planning 


The plan of the hospital is rectangular, approximately 50 
by 120 feet, having no basement. Steam and hot water are 
circulated through tunnels. Separate buildings supply quarters 
for personnel, for garage, and storage. A laundry and boiler 
house will be constructed in the future. 

On the first floor, in front, are the administration quarters, 
offices, information desk, lobby, doctors’ consulting room, 
doctors’ coatroom. On the right side is the emergency entrance 
near the elevator and stairway with a fully equipped emer- 
gency room immediately available. This room may also be 
used for clinic and examination purposes. 

On the left of the first floor, to the rear, are the main 
kitchen, storage and supply rooms, helps’ dining room, and 
restroom. The kitchen is bright, cheerful, and well ventilated, 
having all modern equipment including an elevator for the 
heated food trucks. Centralized food service has been planned 
whereby the trays loaded into a heater tray truck are lifted 
directly from the main kitchen to the floor kitchen, and 
from there the truck is wheeled through the corridors and the 
trays delivered to the individual rooms. The soiled dishes 
are picked up and delivered in the same truck to the dish 
washer in the main kitchen. Thus, the food is delivered hot 
and fresh to the patient, and the odor of the food and noise 
of dish washing is removed from the patient floors. Leading 
from the kitchen are dining rooms for the nurses, Sisters, 
and doctors. All of this culinary department is shut off by 
self-closing doors. 

On the second floor front is the operating suite, consisting 
of two operating rooms, nurses’ workroom, sterilizer room, 
surgical wash-up, instrument room, utilities, disposal room, 
and dressing rooms for doctors and for nurses. 

The floor coverings of this department are resilient, grease 
and acid proof. The walls are covered with linowal, which 
is also resilient. These surfaces are easily cleaned and give 
off no reverberations of sound. The necessity for the use of 
acoustic tile, which should not be used in a hospital due to 
its rough surface and germ-hiding qualities, has been elim- 
inated. The cost of these coverings is lower than hard-tile 
floor and wall coverings. 
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FOURTH-FLOOR PLAN 


The X-ray Department and Laboratory adjoin the oper- 
ating suite and are located near the elevator and stairway 
as a convenience to outpatients. The X-ray room has a toilet 
room attached for use of patients requiring barium. 

The rear section of this floor is a ward for the Colored, 
accommodating twelve patients. It has its own registration, 
nurses’ station, utilities room, service kitchen, waiting room, 
toilets and baths, complete with every convenience for the 
patients and the personnel. There are no other patient beds 
on this floor and it is directly accessible from the side 
entrance. 

On the third floor is the delivery suite with delivery room, 
labor room, shower and toilet, workroom with its own steril- 
izers, nurses’ dressing room, and doctors’ scrub-up facilities. 

The nursery is on this floor having space for sixteen 
bassinets, formula room, baby bath, and utilities. An isolation 
nursery is located near by, having its own plumbing and 
other requirements. On this third floor are one four-bed 
ward, one three-bed ward, six semi-private rooms, three 
private rooms with baths. 

Each floor has its utility room, service kitchen, nurses’ 
station, nurses’ dressing room, linen room, bath, public toilet, 
and waiting space. 

On the fourth floor are two private rooms with bath, two 
private rooms and four semi-private rooms with all accom- 
modations and facilities as on the other floors for service 
to patients. Other space on this floor is occupied as tempo- 
rary accommodations for eleven Sisters, a chapel and sacristy, 
and, also, for chaplain’s quarters. 

When patronage has increased, and the time for building 
is more favorable, a Sisters’ home, a chapel, and chaplain’s 
quarters, extending out from the left side of the present 
building may be constructed. The space now occupied on 
the fourth floor will then be available for an additional 
twenty beds affording patients a total capacity of seventy 
beds as originally planned. 


An Economical Building 

St. Eugene’s Hospital was designed for the care of the 
infirm of a rural population, many of whom have a very 
limited income and cannot afford to travel distances or pay 
for more elaborate accommodations. With this in mind, 
economy was observed not only in matters of construction 
and equipment but in the matter of future maintenance and 
overhead expense which was constantly kept in mind, in 
order that the Sisters could meet their interest and operating 
expense without too great a financial burden. Notwithstand- 
ing this approach in planning, the equipment of the Operating 
and Delivery rooms, the X-ray Department, the Laboratory, 
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and the central food service, and the patient accommodations 
are equal to the best. 

The building is fireproof, sanitary, and modern in every 
respect, which with a high-class trained personnel guarantees 
the best of hospitalization to all the citizens of Dillon 
County. 

The dedication of this hospital is looked upon as an out- 
standing experience by the people of Dillon. The significance 
of the dedication was enhanced by the fact that there are 
only thirty-two Catholics in Dillon and Dillon County, 
although the population of Dillon numbers 5748 and the 
county, 30,000. In the adjoining county, moreover, Marion 
County, which also numbers about 30,000 persons, there 
are only 18 Catholics. The dedication, therefore, of a Cath- 
olic hospital in such a non-Catholic environment was clearly 
looked upon as a very unusual occasion. 


The Bishop Explains 


On the afternoon of Tuesday, November 16, the civic 
dedicatory exercises were held in the City High School 
Auditorium. The opening address was made by His Excellency, 
the Most Reverend Emmet Michael Walsh. His Excellency 
used the occasion to explain to the visitors what a Catholic 
Sisterhood is. Accordingly, His Excellency dwelt upon the 
meaning and purpose of the vows of. poverty, chastity, and 
obedience; the modifications for the religious life; the dedica- 
tion of the Sisters to the love of God and neighbor. The 
Sister, His Excellency pointed out, gives up human love that 
she may the more effectively love God and those whom she 
serves by serving God. She gives up her own will that she 
may work more effectively for others. She gives up all hope 
and thought of personal gain and worldly possessions in 
order that she may be more free to give herself to the things 
which she regards as essential. All this is done for the love 
of God whom also she seeks in her service to her neighbor. 
“The Sisters have come to Dillon,” His Excellency continued, 
“and they have invested their own funds and have borrowed 
funds in order that they may serve the sick and the poor. 
The effectiveness of the Sisters in the work they have 
undertaken will depend upon whether or not they can 
convince the people of Dillon that the Sisters have made 
financial sacrifices to give to Dillon a Dillon institution. 
Because of their high motive they will administer this 
hospital most carefully and economically. Everything that 
the hospital earns will go back into the hospital to increase 
the facilities which are now being dedicated to the service 
of the people of Dillon and in order to give them the best 
possible health care that can be afforded through. such an 
institution.” His Excellency concluded by explaining in what 
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sense it may be said that “the Catholic Church stands behind 
these Sisters. The Church is an institution of vast resources 
but each Catholic institution must carry out its own obliga- 
tions for self-support. The Catholic Church has vast 
resources because every Catholic institution and every Cath- 
olic is expected to carry its or his share of the Church’s 
responsibility. The Sisters, as such, are not the Catholic 
Church, though they are members of the Church. The Sisters 
themselves are an incorporated group which gives iiself to 
hospital service but must also earn its own way, must pay 
its debts, and must undertake the great and costly responsi- 
bilities of operating this hospital. I myself took pride in 
being the first to give a donation to the Sisters in this great 
work. The Catholic Church teaches these Sisters the prin- 
ciples according to which they lead their lives. It supplies 
motivations for lives of dedication and self-sacrifice. It 
authorizes and fosters the religious life which alone can 
justify the formation of the Catholic Sisterhoods.” 


The Governor Speaks 


His Excellency, the Governor of South Carolina, emphasized 
the need of the expansion of hospital facilities. If for no 
other reason then surely for this one, that our returning 
soldier boys will need institutions of this kind, the Gov- 
ernor emphasized the cordiality and warmth of his own 
welcome to the Sisters in the foundation of this hospital. 
He expressed to them his gratitude and that of the citizens 
of the state. Furthermore, the Governor pointed out that 
the Catholic Church leads the way among all the churches 
in the extent to which it has undertaken the care of the 
sick. “The health of the people in this part of the state 
is in good hands with the Catholic Church here.” 

Dr. Macleod, the chief of staff of one of the hospitals 
in Marion County, discussed the importance of hospitals in 
the health care of the nation, and commented upon the 
great need of institutions of this kind in the various sections 
of the state of South Carolina. He expressed the welcome 
which all the neighboring hospitals are giving to the new 


hospital in Dillon, and spoke feelingly of the part which 
the Catholic Sisterhoods have taken in the development of 
the hospital system throughout the country. 


The Sisters’ Pledge 


Reverend Mother Concordia replied in a short, but hearty 
address in which she spoke of the happiness of the Sisters 
in being permitted to open this hospital. She said that her 
Sisters had been honored by the invitation of His Excellency, 
the Bishop of Charleston, South Carolina, to open this 
hospital in Dillon. She gave to the citizens of Dillon the 
pledge of her word that the Sisters would live up to the 
expectations that are formed in anticipation of the great 
results that are to come to this community. 

After this: civic meeting, open house was held at the 
hospital. The entire audience walked the distance of three 
or four blocks, where they were joined by many who found 
no place in the auditorium. During the remainder of the 
afternoon a constant stream of visitors poured through the 
institution offering their congratulations to the Sisters, making 
friends with them, and expressing their good will. Many 
of these visitors spoke to a Catholic Sister for the first 
time in their lives. 

On Wednesday morning, His Excellency, Bishop Walsh, 
dedicated the chapel of the hospital and then dedicated the 
whole institution using the new formula for the blessing of 
the hospital. A procession was then formed which proceeded 
to the Church in the next block. Here Pontifical Mass was 
celebrated by His Excellency. The sermon on the. occasion 
was preached by the Right Reverend Msgr. Leo J. Steck, 
who until recently was chaplain of the Sisters of St. Mary 
at their Motherhouse in St. Louis. 

The Right Reverend Monsignor Andrew Gwynn, V.F., 
pastor of St. Mary’s Church, Greenville, South Carolina, 
acted as the assistant priest. Deacons of Honor were the 
Reverend William A. Tobin, pastor, St. Anthony’s Church, 
Florence, South Carolina, and the Very Reverend Martin C. 
Murphy, V.F., pastor, St. Peter’s Church, Columbia, South 
Carolina. The Deacon and Sub-Deacon of the Mass were 
the Reverend Louis R. Williamson, pastor, St. Mary’s 
Church, Hartsville, South Carolina, and the Reverend George 
Lewis Smith, pastor, St. Mary Help of Christians Church, 
Aiken, South Carolina. The Reverend John J. McCarthy, 
assistant at the Cathedral, Charleston, South Carolina, acted 
as master of ceremonies. 


MEMBERS OF THE NEW MICHIGAN HEALTH COUNCIL AT A RECENT MEETING IN DETROIT. 


THEY ARE, LEFT TO RIGHT: G. L. DAVIS, PAST PRESIDENT OF THE MICHIGAN 
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ASSOCIATION; A. S. BRUNK, M.D., PRESIDENT-ELECT OF THE STATE MEDICAL SOCIETY; R. L. 
NOVY, M.D., PRESIDENT OF MICHIGAN MEDICAL SERVICE; C. E. UMPHREY, M.D., MEMBER 
OF THE COUNCIL OF THE STATE MEDICAL SOCIETY; JAY C. KETCHUM, EXECUTIVE VICE- 
PRESIDENT OF MICHIGAN MEDICAL SERVICE; L. S. WOODWORTH, M.D., PRESIDENT-ELECT OF 
THE MICHIGAN HOSPITAL ASSOCIATION; JOHN R. MANNIX, EXECUTIVE DIRECTOR OF MICHIGAN 
HOSPITAL SERVICE; AND L. V. RAGSDALE, M.D., PRESIDENT OF MICHIGAN HOSPITAL ASSOCIATION. 
IN ADDITION, THE MEMBERSHIP INCLUDES: W. E. BARSTOW, M.D., OF THE COUNCIL OF THE 
STATE MEDICAL SOCIETY, AND WILLIAM J. GRIFFIN, PRESIDENT OF MICHIGAN HOSPITAL SERVICE. 
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Hospital Architecture’ 
I. The Hospital Architect 


OUR consideration of hospital building is to be discussed 
under two headings: First, Hospital Architecture and second, 
Hospital Floor Plans. Since we are addressing ourselves espe- 
cially to prospective hospital administrators, under the head- 
ing of “Hospital Architecture,” we shall discuss some of the 
important matters which must face every hospital adminis- 
trator when the question of new buildings arises. This in- 
cludes not only the building itself, but all those very impor- 
tant matters which lead up to the actual construction. 
Among these we shall consider chiefly: 1. employment of 
architect; 2. selection of a site; 3. the style and character of 
the building; 4. letting of contracts; and 5. costs. It will be 
apparent to everyone that this matter is today of consider- 
able importance. Many hospitals today are engaged in per- 
fecting extension plans, and are looking forward to the de- 
velopment of increased facilities. Moreover, within a 
foreseeable time there will be need for extensive hospital 
construction. This, therefore, is an opportune time for plan- 
ning these developments. The choice of an architect and the 
holding of preliminary conferences with architects in prepara- 
tion for the moment when the removal of restrictions on 
building materials approaches are two things which can be 
undertaken even now with great advantage. 


Employment of the Architect 
Architecture has been defined as “that art which so adorns 
‘and disposes the buildings erected by the hand of man for 

whatsoever purpose, that the sight and use of them tends 
toward his moral, mental, and physical well-being.” Since 
the work of hospitalization strives for the moral, mental, and 
physical well-being of the patient, the work of the architect 
coincides very closely with that of the hospital, so that the 
architect who is selected to cooperate with the administration 
in a building program should be familiar with the aims and 
objectives of hospitalization as well as of construction. He 
should be a man of high character and of long experience in 
this class of building. I would say that the architect employed 
should have built at least three good-sized hospitals success- 
fully; otherwise, you are going to pay for his experience. 

In these days architects specialize — some in commercial, 
some in industrial, some in residential, and some in ecclesias- 
tical building. Hospital construction is a very highly special- 
ized department of building and one of the most complicated, 
due to the progressive science of medicine. A hospital built 
up-to-the-minute today, in ten years will need to be brought 
further up to date, due to the continued advances in medicine 
and in the equipment necessary to keep apace with it. 

An architect, besides being an artist, must be a master 
craftsman, having executive ability and sufficient knowledge 
and experience to direct the work of mechanical and sanitary 
engineers. It must be remembered that the cost of a hospital 
is 40 per cent mechanical, and while no man may be expected 
to be an expert in the details of a hundred different trades, 
the architect must be the master mind able to demand per- 
fection in each one of them, just as the master musician 
directs the symphony. Along with the ability to draw, to 
design, and to construct, I would say that it takes at least 
twenty years’ practice to be able to make the decisions nec- 
essary on all of the various matters which must be considered 
—from the selection of a lot to the occupied hospital. 

I mention the employment of the architect in this discus- 
sion before the sclection of a lot for the reason that his 
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experience in many previous projects will be of great value 
to the owner in procuring a site. 

His ability to make decisions is the outstanding quality of 
a good architect. What kind of lot? What kind of building? 
Brick, mortar, floors, doors, walls? Literally hundreds of de- 
cisions must be made correctly, a mistake in any one of which 
may create an everlasting nuisance and cause a continued 
expense to the hospital. 

In the employment of an architect it is better to employ 
an individual rather than a corporation. He may not have so 
extensive a business, but he will give it individual attention 
and be more ambitious to’ make a success of the project. 
With large organizations that have built a number of hospitals, 
the job getter turns the work over to the draftsmen and em- 
ployees, with the result that the owner gets a stereotyped 
kind of service; possibly the chief architect pays little atten- 
tion. I know of a hospital built within the past two years in 
which the stock details used were the same as those of twenty 
years previous, although many new developments have come 
into use. Employ an architect of experience who will give 
your job personal attention. 

Not every draftsman is an architect, nor is every architect 
a hospital architect. Not every hospital architect is a man of 
high character who is to be trusted with your funds and the 


‘destiny of your institution. 


Some institutions have gone far astray in the selection of 
an architect due to local conditions. When such a mistake is 
made, the entire program suffers and the hospital is put to 
expense and inconvenience during its entire existence. You are 
cautioned to be wary of the advice of friends, acquaintances, 
patrons, benefactors, politicians, and against too much influ- 
ence from local conditions. Well-meaning enough, perhaps, 
but lacking experience and not having to meet the bills, they 
are likely to misdirect you. Sometimes, too, these well-mean- 
ing friends think it just natural to use the occasion for the 
financial benefit of themselves or their acquaintances. The 
fact that there has been a “drive” and that local money has 
been obtained is not sufficient reason to take chances on the 
future of your hospital. 

If conditions are such that you simply cannot control them, 
then insist that a hospital architect be employed and asso- 
ciate him with the local architect and be subject to his deci- 
sions even if it cost a little more money. 

A hospital building program should be no occasion for the 
dispensing of charity, for favoring friends, or for purchasing 
patronage. Should anything of this nature appear, it would be 
far better to pay money directly to the good cause and keep 
it clear of the brick and mortar business. When a job is 
completed, nobody inquires who did it — especially the sick 
man who pays his bills. The hospital depends, for its financial 
success, upon patients who demand only good service and 
modern equipment. 

What about the architect’s pay? The usual fee is 6 per 
cent on an ordinary hospital job, say up to a hundred beds; 
anything less will not pay for the complete set of plans, 
details, mechanical and structural engineering, including 
proper supervision. If a consulting architect is employed as 
associate, who shares some responsibility, his fee should be 
2 per cent additional, or as agreed upon. Do not employ an 
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architect who argees to cut his fee in order to get the job. 

When the job goes up to 200, 300, or more beds, then 
there should be employed a hospital architect at 6 per cent 
of total cost, a structural engineer at 5 per cent of the cost of 
structural members, and a mechanical engineer at 5 per cent 
of the cost of the mechanical equipment. The total will be 
about 8 per cent of the total expenditure. 


Consultant 


If a hospital consultant is employed who is not an archi- 
tect, a definite agreement on amount to be paid by the owner 
should be entered into in writing before he is employed. 

There should be a written agreement between the architect 
and the owner, stating exactly their obligations and rights. 
Include in the agreement that the institution is to be supplied 
with three complete sets of plans and specifications, including 
the building plans, structural and mechanical, also a general 
small-scale layout of pipes and mechanical equipment having 
valves, switches, etc., numbered to correspond with a type- 
written list stating what they are for. One complete set should 
be kept in the superintendent’s office, one set in the archives, 
and one in the service engineer’s office. 


Architect’s Responsibility 

The architect is responsible for the proper development of 
his plans and specifications and might be held financially for 
gross negligence to the extent of his fee. Accidentally defec- 
tive materials or workmanship do not constitute gross neglect. 
A fee of 6 per cent which barely covers the personal expense, 
draftsman’s time, and overhead incurred by the architect in 
preparing plans and supervising work, would not justify any- 
one in assuming financial responsibility to any large extent. 
The architect does not sell materials nor guarantee them. He 
sells his best ability to design and to build in the form of 
plans, specifications, and supervision, also his experience in 
making decisions, for a comparatively small fee. That is what 
you buy and that is the reason you should be careful in select- 
ing an architect. 

The blueprints and specifications belong to the architect 
and may not be used for a duplicate building without his 
consent. 

What about payment to the architect when plans are not 
used? If the plans have been completed ready for estimates 
and not used, the architect should be paid 3%4 per cent of an 
approximated cost of a completed building. It must be re- 
membered that the architect has put his time and expense and 
overhead into making plans even when they are not used. It 
is well to have an understanding on this point even before 
the architect undertakes his work. 

In regard to paying for the redrawing of plans when the 
cost runs over the estimated amount set up by the owner, 
there should be a clause in the architect’s agreement stating 
that the cost of the project shall not exceed a certain sum. 
In this case it is the architect’s business to keep the cost to 
that amount or less; otherwise, he makes himself liable for 
the cost of additional plans. 

In this regard also, the owner should not make changes 
which would entail extra cost without having a record made 
in writing of the change and of the increased cost of the 
building and of the architect’s remuneration. 

All orders to the architect should be given through some 
one authoritative person. Any changes desired should be 
decided upon and the information conveyed through that 
person. Many a budget has been wrecked by indiscriminate 
ordering. 


Discontinued Service 


If for some reason — sickness, inability, or incompatibility 
—jit is desired to discontinue the service of the architect, 
what is to be done? The contract between architect and 
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owner should contain clauses covering such an emergency, in 
which part of his fee will be used to pay a successor. 


Selection of a Site 


The next most important step toward the building of a 
hospital is the selection of a site. Here many very grave mis- 
takes have been made in the selection of a site, to be discov- 
ered only after work on the building had begun. The architect 
should be called into consultation as soon as possible. 

For a new hospital, it is always best to buy acreage, even 
if it be necessary to locate a little distance out. With the 
automobile, a mile or two makes little difference, but quiet, 
fresh, clean air, room for expansion, mean everything. I 
should say for a hundred-bed hospital with prospects of in- 
crease to 200 or 300, a ten-acre field would be suitable; 15 
or 20 acres would be better. Such property is usually not 
expensive. 

The cost of such a lot, even though it be expensive, is a 
small item in the history of an institution and always makes 
for economy in the long run. 

Of course, if this simply cannot be done and the hospital 
must be located in a certain section where ground space is 
limited and values high, then 400 by 400 feet, facing two 
streets, should be considered; better, 400 by 800 feet. We 
have all observed the catastrophe of building a hospital on a 
small lot; it always means buying adjacent properties with 
old buildings at an extravagant price. The nation is full of 
such regrettable examples. 

Propositions for several sites should be submitted in writ- 
ing with a map of the city. 

The site selected should be as nearly level as possible. It is 
best if this level lot stand up on an elevation of three to five 
feet above the street. This gives a fall to the sewers and 
drains and gives the proposed building a little more dignity. 
A lot on the low side of a street is not desirable, as we do not 
wish the neighbors to look down upon an institution, but up 
to it. 

A lot which rises up against a hill or one which falls back 
to a lower street level is always expensive to build upon due 
to extra foundation, areaways, and retaining walls. They also 
require continuous maintenance. In any kind of extensive 
improvement the extra costs for foundations and for water- 
proofing walls amount to more in the building operation than 
the original cost of property. 

Now, suppose we have tentatively decided upon a site. The 
price is right; the location acceptable; the lot is fairly level; 
water, sewer, and electricity are available. The next and a 
very important step before securing title is to have soil tests 
made. It sometimes happens that a lot has been filled for 
many years or that the under strata of the soil is marshy, 
which means that the main foundation must be taken down to 
a depth of ten or twenty feet, or be piled. This extra founda- 
tion or piling will cost a great deal more than the property is 
worth. Soil tests can be made very cheaply. 

On the other hand, when you have excavated a few feet 
you may strike rock foundation, and instead of fifty cents per 
cubic yard, you are going to pay eight dollars per cubic yard 
for excavation. This extra expense may easily amount to the 
cost of the site. 

Do not purchase a property without first having a soil test 
made under the direction of the architect. If the site is soft 
or marshy, the lot had better be rejected. If the substratum 
is rock, additional study and consideration should be given to 
the acceptability of the site. A rock substratum may be an 
advantage in certain kinds of buildings; in others, the cost of 
excavation with such a substratum is all but prohibitive. The 
opinion of architects and contractors should by all means be 
sought since a layman’s viewpoint in dealing with rocky sub- 
stratum may lead to considerable difficulty and to greatly 
increased costs. 











A further precaution before purchasing a site is to in- 
vestigate the district and discover whether there be a factory, 
a railroad with noise and smoke, a city incinerator, or any 
other nuisance in the vicinity. 

Now, suppose it is desired to add to an existing hospital 
where additional property must be purchased, and where all 
available adjoining properties have residences or other build- 
ings on them. What is to be done? 

This is the time to stop and make a survey of present hos- 
pital values. Certainly the cost of adjoining properties with 
their buildings will be extravagant, and sometimes will equal 
in cost the value of the present hospital buildings. In such a 
case, it is recommended that, if at all possible, acreage be 
bought at a small cost and the money, budgeted for a new 
addition plus the high cost of adjoining properties, be used to 
build a new institution. The old building can always be 
salvaged ahd an apartment or some other productive enter- 
prise be initiated. 

The same rules and precautions and tests advised for the 
purchase of a site for a new or improved hospital should be 
observed when the proposed site is to be donated by an indi- 
vidual or by the city. Always remember that the cost of a 
building site is a comparatively small item in a general con- 
struction program, and that the wrong site at no cost may be 
an everlasting handicap and a continued expense to the in- 
stitution during its entire existence. 


Architectural Style 

Having engaged a hospital architect of character and ex- 
perience, and with his advice, having decided upon a proper 
site, we next consider the hospital building itself. 

In what style of architecture should a modern hospital be 
built? There are the traditional styles: the Classic with the 
five orders, the Romanesque, the Gothic, the Renaissance, 
which predominates in the United States in the form of the 
Georgian or Colonial, and now we have the Modern Styles. 

We know that it is possible from observation of many 
institutions to get a very beautiful group of buildings in any 
of the above styles, provided the designing architect be an 
artist. But we also know from our observation that some of 
our hospitals are anything but beautiful from an aesthetic 
point of view. Some are more like factories and some are 
downright repellant as we approach them, rather than 
inviting. 

The design should be functional, at least insofar as it tells 
the story of the purpose for which the building is being used. 
We ought to know from its external appearance whether the 
building is a factory, a school, a church, or a hospital. The 
same applies to the interior. Its finish and general design and 
detail should correspond to the exterior so as to give a unified 
whole; the only limitation being that on the interior the 
detailer must always keep in mind sanitation rather than style 
effect. 

If in our discussion we were to try to crystallize on some 
certain style as more or less to be recommended, we need but 
return to the functional idea of any building. We wish to 
build a modern general hospital with everything in it the last 
word, in order to give the patient the benefit of the latest 
developments in the field of hospitalization, good administra- 
tion, and the best medical and surgical service, surrounded by 
every convenience for the personnel and every comfort for 
the patient. The very exterior should function in telling the 
story that this is a modern hospital, that every thought in its 
design has been directed toward the latest developments in 
the best service of the sick. For this reason, if I were asked 
in which of the styles of architecture should the exterior of 
a new general hospital be built, I would say it should be 
Modern. 

This style of building adapts itself to a modern feeling\and 
is most economical, whether it be in the city rising up with 
perpendicular lines, as a skyscraper of healing, or in the 
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country, with horizontal lines, long drawn-out in quiet 
restfulness. 

The elements of good design are: the proper distribution of 
lights and shades with a proportional arrangement of masses. 
Modern styles, lacking pure ornament as such, are done in 
this spirit and attain to beauty by the use of economical and 
common materials, such as brick and concrete to bring out 
good lines with strong contrasts. The building, instead of 
being ornamented, itself becomes an ornament. 


Additions 

When the project involves an addition to an existing hos- 
pital, the problem is quite different. In this case, it is best, if 
at all possible, to continue in the style of the existing build- 
ing, for the reason that it gives continuity, mass, and a sense 
of completeness to the entire institution rather than the ap- 
pearance of something having been tacked on. On the other 
hand, if we had a new wing of a different style, smart and 
ultra up-to-date, the old buildings are immediately deterio- 
rated in the eyes of the public. They admire the new structure, 
but consider the institution incomplete and look for the time 
when the old building must be removed and replaced by an 
up-to-date structure. This is not good for increased patronage. 
Hospital business is competitive and people who pay the price 
want the best. ; 

If the existing building is of brick, our addition should be 
faced with brick. If it is of stucco, the new wing should be 
stucco, of if the addition is to be built of brick, then the 
existing building should be veneered with brick. Whatever be 
the case, the whole, when finished, should be uniform in color 
and design. 

For sanatoria and institutions which are built for special 
and lingering diseases, such as tuberculosis, nervous diseases, 
heart cases, where patrons remain for a long period and the 
hospital becomes a home, the problem is again different. 

Here the institution should be home-like and restful, ac- 
commodating itself to the surrounding scenery, having long 
corridors and porches and inviting nooks, more on the recrea- 
tional hotel style. Colonial, Romanesque, California Mission 
Style, might be suggested according to the location. 


Letting of Contracts 


Now let us assume that we have employed an architect, 
selected the site, and in general terms have decided upon the 
exterior style or appearance of the building. The sketches 
have been submitted and approved and the working drawings 
have been completed. The next step is to get prices, then to 
let contracts and start construction. 

The common custom is to send out plans and let con- 
tractors bid on them being careful to select firms which have 
demonstrated their ability financially and otherwise to carry 
through to completion a project of this kind. 

You are here again cautioned not to make your building 
project a medium for favoring friends or for dispensing char- 
ity in any form. The construction of a hospital is a very 
difficult procedure—a one-time proposition. Your only 
thought should be to get the best building at the least cost. 
This is impossible when we mix up the program with any 
kind of politics, friendship, or favoritism. All of these latter 
may be taken care of at lower cost through other channels. 

The custom of taking bids and accepting the lowest bidder 
is not always the best procedure. Although it is an old custom, 
there is much in it of the gambling spirit, as we know from 
the number of failures among contractors. In their eagerness 
to get the job, they sometimes estimate the price too low, 
then the job suffers, or the contractor loses. 

The building and equipping of a hospital is a very special 
kind of work and here again a contractor who has had ex- 
perience on several hospitals will know better how to estimate 
costs and how to take care of the many fine points in hospital 
construction. In this regard, it has often been found profitable 
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to select for contractor one who is honest, of course, finan- 
cially strong, who has a good organization, who is a large 
buyer of materials, and who is known to discount his bills. 

Let him make up the estimate, working with the architect, 
and submit a guaranteed top price, including a fixed flat fee 
for the use of his organization for financing and building 
service, the owner to pay actual cost plus the fixed fee, the 
contractor to be reimbursed for his expenditures monthly. In 
this manner the job cannot run over the appropriation with- 
out written orders from the owners. Small extras and deduc- 
tions are taken care of at cost. Sometimes savings are effected 
this way, but the owner is not obliged to make up for a loss, 
even if the contractor loses his fee. For ordinary additions to 
an existing hospital or for general remodeling, the service-fee 
contract is best. The United States Government handles most 
of its large contracts in this manner. Nearly all the large 
corporations do their construction work under this form of 
contract. 


Changing of Plans 

Making changes after the plans are complete and the 
contract is let is very bad business. During the time of 
making up preliminary drawings, the hospital authorities 
should be encouraged by the architect to make changes and 
to take plenty of time considering and reconsidering them. 
Consultation is advised, covering every department and every 
problem. If radical changes are made after the architect 
has completed his working drawings, structural and mechani- 
cal, the expense of making new drawings should be borne 
by the hospital. 

No changes should be made after the building contract is 
let, unless it is absolutely necessary, for all such changes 
are expensive to the hospital and may easily upset the budget 
and leave the treasury without sufficient funds for the com- 
pletion of the project. Such changes are expensive to the 
architect and demand much extra personal work of the 
builder. Neither architect nor builder desires changes after 
the contract is let. 


The advice is to take plenty of time in planning. Do not 
make changes after construction has started. Planning on the 
job is bad planning. . 


Costs 


What ought a hospital cost? The usual way of approxi- 
mating the cost is per bed cost, but this, of course, can be 
only approximate. A complete hospital may be built for from 
two thousand dollars a bed up to ten thousand a bed, depend- 
ing on the finish and amount of equipment. 

If we consider, say, a one-hundred-and-fifty-bed hospital, 
which is an average between the small and the large hospital, 
jt may be built and equipped at present for three thousand 
dollars per bed, or the price may run up to five thousand, 
six thousand, or more, depending upon where it is built, the 
finish, the amount of equipment, and the manner of handling 
the contract. 

It may be remarked in passing that the greater the cost 
per bed, the greater will be the maintenance cost of the 
building, due to repairs and replacements on mechanical 
equipment. : 

The cost of a hospital often depends upon the form of 
construction — whether it be a steet frame or a concrete 
frame, the price being governed by local material and labor 
costs; whether the exterior be of common brick, face brick, 
concrete, or stucco; whether the floors be of solid masonry 
or bar joist; whether the walls be of hollow tile or gypsum 
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block. Air-conditioning and acoustic treatment will add 
to the cost. 

Every hospital should be fire resistant, for safety, sanita- 
tion, and economical maintenance. The cost per bed must 
be estimated upon the kind of patronage, the ability to pay. 
The people of a small country town cannot possibly pay as 
much for hospital service as those of a prosperous industrial 
city. The appropriation must be estimated along these lines 
and the quality of finish and equipment of the building be 
gauged accordingly. There are many short cuts which may 
be taken in hospital planning and equipment which are 
evident only to the expert and which do not affect the 


quality of service. 


Conclusion 

Under the heading of “Hospital Architecture,’ I treated 
certain subject matter not to be found in textbooks, and 
which may be of value to the hospital administrator faced 
with the problem of building a new hospital or adding to 
an existing one. 

The problems discussed are such as require the guidance 
of the architect leading up to that important part of his 
work, the development of the hospital floor plans. 


Something Not to Do: 


In regard to the opening of a proposed Catholic hospital 
there are some things I would advise you not to do. 

Ordinarily, I should advise against buying an old hospital 
building from a group of doctors or anyone else; it is always 
a costly procedure, the evils of which extend for the life 
of the institution. If this must be done the reasons for doing 
it should be carefully studied and found acceptable. Alter- 
native suggestions should be fully weighed. 

When it comes to a matter of good will in the hospital 
business, the Catholic hospital must always stand on its 
own reputation and must meet competition. I have in mind 
one such institution in a certain southern town. Forty thou- 
sand dollars was paid for a forty-bed hospital, a frame 
stuccoed building, which originally was a large residence on 
a very bad lot. Thirty thousand dollars was spent for clean- 
ing and remodeling; additions were made until fully $125,000 
was invested. The hospital is now too small and is not fire- 
proof. There is no space left on which to expand. The only 
thing left to do is to get new property and start all over. 

In another city, an abandoned Salvation Army hospital 
costing $200,000 was offered for $100,000. The cost was 
brought down to $50,000 and purchased by the Sisters. The 
construction is fire resistant, but everything else is wrong, 
not having been planned by hospital experts: six-foot 
corridors, 11-foot ceilings, wood floors, 3-foot panel doors. 
There is no room for administrative offices, no proper provi- 
sion for kitchen, laundry, and heating plant; the lot is in- 
adequate and badly graded. With remodelings and additions 
the Sisters have already spent $200,000. Yet they have and 
always will have the disadvantage of the original building to 
contend with. At that time in that location they could have 
built on a good lot a fine 100-bed hospital for $250,000. 

I could spend an hour telling of many examples of un- 
fortunate purchases within my own experience. The con- 
clusion is: Do not buy, or do not accept, even as a gift, 
an old worn-out hospital or one which has not been properly 
planned. This advice extends to abandoned hotels, boarding 
schools, and such like buildings no matter how well they 
are built from a structural point of view. In the long run 
they will prove a liability. 





Sisters Complete Training as 
Nurses’ Aides 


GRADUATION Exercises were held on August 4 in St. 
Elizabeth’s Hospital, Elizabeth, New Jersey, for twenty-seven 
Sisters who had completed the prescribed course of the 
American Red Cross for the Nurses’ Aide Corps. These 
Sisters teach in the parochial schools in the area of the 
Elizabethtown Chapter of the American Red Cross. It is the 
first time in the history of the American Red Cross in New 
Jersey that a course of this kind has been conducted and 
completed entirely for teaching Sisters. 

It has been the custom in the past for the teaching Sisters 
of the various communities to do extension work during the 
vacation period in the various colleges and universities of 
the country. This year, Sister Alice Regina, Superintendent 
of St. Elizabeth’s Hospital, consulted Mother M. Elenita, 
Superior of the Sisters of Charity of St. Vincent de Paul, 
in reference to the advisability of affording the course of 
Nurses’ Aide training to the teaching Sisters of various 
communities. Ecclesiastical approval was obtained and Miss 
Mary Gallagher, R.N., M.A., Directress of the School of 
Nursing at St. Elizabeth Hospital, was delegated to arrange 
the course with the Red Cross. Mrs. Marshall Risley, Chair- 
man of Nurses’ Aide Corps of the Elizabethtown Chapter of 
the American Red Cross, gladly cooperated with the result 
that, on July 2, classes started. Classes were conducted by 
Miss Mildred Bahr, R.N., Instructress of St. Elizabeth’s 
Hospital School of Nursing, who was assisted by Mrs. Allan 
Weir, R.N., a graduate of St. Elizabeth’s Hospital School 
of Nursing. 

The Sisters who participated in the course were from three 
Religious Orders, namely, the Sisters of Charity of St. 
Vincent de Paul, the Dominican Sisters of the Third Order 
of St. Dominic, and the Felician Sisters of the Order of St. 
Francis. The Sisters of Charity of St. Vincent de Paul were 
Sister Therese Concilio, Sister Mary Dolorosa, Sister Agnes 
Elizabeth, Sister Rose Benigna, Sister Grace Lavina, Sister 


The Very Reverend Monsignor 
Ralph J. Glover, Ph.D. 


Grace Maurice, Sister Margaret Maureen, Sister Teresa 
Joseph, teachers in St. Mary’s School; Sister Mary Im- 
maculata of Holy Rosary School, and Sister Noreen of the 
Immaculate Conception School, Elizabeth. The Dominican 
Sisters were Sister M. Cletus, Sister M. Dorothy, Sister M. 
Rosina, Sister M. Rosita, and Sister M. Leo from St. Cath- 
erine’s School, Hillside. The Felician Sisters of the Order of 
St. Francis were Sister M. Eugene, Sister M. Agnes, Sister 
M. Andrea, Sister M. Ceslaus, Sister M. Grace, Sister M. 
Laurentia, Sister M. Perseveranda, Sister M. Samuel, Sister 
M. Silveria, Sister M. Theresenia, and Sister M. Melania, 
teachers in St. Adalbert’s School, Elizabeth. 

At the Graduation Exercises the Secretary of State, Hon. 
Joseph A. Brophy, Chairman of the Elizabethtown Chapter 
of the American Red Cross, brought greetings of the Amer- 
ican Red Cross. 

Mayor James Kirk represented the City of Elizabeth and 
congratulated the Sisters of the Schools of the City for their 
patriotic endeavor. 

Very Rev. Msgr. Ralph J. Glover, Ph.D., the Director 
of the Catholic Hospitals of the Archdiocese of Newark, 
presided at the Exercises and brought greetings of the Cath- 
olic Hospital Council of New Jersey to the Sister Graduates. 
The Exercises closed with Solemn Benediction in the 
hospital chapel. 

Following the Graduation Exercises there was a social for 
the graduates, their friends, friends of the hospital, and 
members of the Elizabethtown Chapter of the American 
Red Cross. 


SISTERS GRADUATING FROM THE NURSES’ AIDE CLASS AT ST. ELIZABETH HOSPITAL, ELIZABETH, N. J., AUGUST 4, 1943. 
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The Organization and Function of the 
Nursing Personnel’ 


I. THE ORGANIZATION 


Introduction 
A HOSPITAL executive in Connecticut is of the opinion 
that an administrator must be a juggler who can keep three 
balls in the air at one time, with equal attention to each: 
program, personnel, and finance! Now, in this unit we are 
concerned largely with personnel but the other two factors 
deserve consideration. 


Qualities of the Administrator 

If it is true that all human endeavor has become more com- 
plex today, it is genuinely true of hospital administration 
when we need more workers of both the professional and 
non-professional groups and yet find our staffs depleted; 
when economy must be practiced to a marked degree both 
in the interests of our country and in an effort to meet our 
own local needs; when governmental taxation is likely to 
become a reality and when Civilian Defense problems are 
becoming more numerous and more serious. 

To cope with these unprecedented strains the administra- 
tor should be a person of wide interests. To be successful she 
should possess a variety of desirable qualities, an accurate 
sense of values, good judgment, tact, prudence, leadership, 
graciousness, intellectual honesty, faith in education and ade- 
quate preparation, and in our judgment, of course, her most 
important requisite is a deep religious spirit and an abiding 
confidence in an all provident God. Only these latter qualities 
will sustain her in the difficult and trying situations which the 
complexities of hospital administration involve today. 

In considering the qualities of a hospital administrator, it 
would seem necessary to mention especially the technique of 
interviewing since so large a portion of her day is taken up 
in interviewing doctors, priests, lawyers, salesmen, visitors, 
and personnel of the hospital. Some of the factors which con- 
tribute to a successful interview are: the provision of a place 
that is comfortable and private, the assurance of not being 
hurried, a business-like method of making and keeping ap- 
pointments, an attitude of friendly interest and helpfulness, 
willingness to listen, and freedom from interruptions and 
distractions. 

It might also be mentioned that in order to work success- 
fully with people, it is best to work as a leader and not as a 
boss or driver; to request rather than to order, to accept 
suggestions from the personnel, to avoid sarcasm or ridicule, 
to avoid public reprimands, and, last but not least, to be 
generous with praise and sparing with blame. The latter is, 
of course, good Christian charity as well as good policy and 
sound psychology. 

Another important qualification is the ability to conduct 
group conferences both with department heads and with the 
members of the nursing department. As a presiding officer, 
some of her responsibilities would be: 

1. To appoint a definite time and place for the meeting 

2. To prepare complete agenda, or assign this duty to the 
secretary 

3. To prepare the meeting place 

4. To call the meeting to order 

5. To direct discussion and keep it moving forward 


*Presented at the Institute on Hospital Administration, July, 1942. 
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6. To summarize contributions 

7. To clarify thinking and crystallize ideas 

8. To abide by parliamentary procedure 

9. To open and close meetings on time 

With the observance of these simple procedures many of 
the problems of the various departments can be discussed 
and a satisfactory solution to some will be the result. It also 
seems to broaden the viewpoint of department heads to learn 
that the difficulties of others rank in importance with those of 
their own. 


Principles of Organization 

The efficiency of any institution is based to a great extent 
on the soundness of its organization, which will prevent 
duplications and overlapping as well as gaps and waste of 
effort and materials. This implies that authority is centralized, 
that lines of authority are clear, that responsibility is fixed, 
and that functions are well defined. True efficiency then is 
not based on mere discipline but rather it arises from coopera- 
tion of the personnel with each other and with the chief 
executive. Thus it is a major responsibility of the administra- 
tor to create and develop voluntary cooperation among her 
personnel both professional and non-professional. 

The American Management Association has compiled “Ten 
Commandments of Good Organization” which we shall quote 
here and then discuss in some detail: 

1. Definite and clear-cut responsibilities should be assigned 
to each executive. 

2. Responsibility should always be coupled with corres- 
ponding authority. 

3. No change should be made in the scope or responsibili- 
ties of a position without definite understanding to that effect 
on the part of all persons concerned. 

4. No executive or employee, occupying a single position 
in the organization, should be subject to definite orders from 
more than one source. 

5. Orders should never be given to subordinates over the 
head of a responsible executive. Rather than do this, the offi- 
cer in question should be supplanted. 

6. Criticisms of subordinates should, whenever possible, be 
made privately, and in no case should a subordinate be criti- 
cized in the presence of executives or employees of equal or 
lower rank. 

7. No dispute or difference between executives or em- 
ployees as to authority or responsibilities should be considered 
too trivial for prompt and careful adjudication. 

8. Promotions, wage changes, and disciplinary action should 
always be approved by the executive immediately superior 
to the one directly responsible. 

9. No executive or employee should ever be required, or 
expected, to be at the same time an assistant to, and critic of, 
another. 

10. Any executive whose work is subject to regular inspec- 
tion should, whenever practicable, be given the assistance 
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and facilities necessary to enable him to maintain an inde- 
pendent check of the quality of his work. 


The Value of an Organization Chart 

One of the best devices for explaining lines of authority 
and indicating “Who’s Who” in an institution is the organi- 
zation chart, which is not difficult to make and is of definite 
practical value in orientation of new personnel. Undoubtedly, 
some of you have already prepared such a chart and others 
who are interested would find helpful suggestions in “Hos- 
pital Organization and Management” by Doctor MacEachern. 
These charts may be planned to show all of the hospital 
inter-relationships or merely those of a single department, as 
the nursing department. 


Terminology 

Some early clarifications of terminology may be helpful: 
at the head of the hospital is the governing body which may 
be referred to as the Board of Directors or the Board of 
Trustees and may be composed of Sister members of the 
Community which owns the hospital or in a Diocesan hos- 
pital it may be composed of the Bishop as President and other 
clerical and lay members. Some other hospitals may have 
another type of Board which aids in a purely advisory 
capacity and is entitled the Advisory Board. 

The Administrator of the hospital is the person to whom 
the governing body has delegated the administrative author- 
ity of the hospital in its day by day operations. Major activi- 
ties are reported to the Board at each monthly meeting and 
projects and proposals of serious import are placed before 
the Board for advance approval and authorization. In most of 
our hospitals the administrator is a Sister, who may or may 
not be a nurse, while in other types of organizations the ad- 
ministrator may be a layman or a doctor or a nurse. 


Personnel of Nursing Department 

Now, who are the persons who are included in the nursing 
department? To establish a starting point, it must be recalled 
that much has been written relative to school-hospital rela- 
tionships and it will be agreed that each should be mindful 
of its own objective and still strive to achieve a happy bal- 
ance in the cooperative ventures of the other. However, in 
our Catholic institutions, the final authority is vested in the 
Superior who in some instances may be the Administrator. 
Again, it must be noted that in this instance, there is no 
implication that the interests of the school will suffer, but 
rather it means that all major plans of the school will be 
submitted to the Superior who, depending on her background 
and experience, may amplify and enhance the plan in the in- 
terests of the school of nursing. The nursing department, 
with which the Administrator is concerned, includes the 
Director of Nursing Service, who may be at the same time 
the Director of the School, and who is responsible for the 
administering and supervising of the nursing service in the 
hospital as a whole; the Supervisor of a Clinical Service who 
is also the clinical nursing instructor, and who is responsible 
for administrating and supervising nurses in a department in 
which there are usually several head nurses having the re- 
sponsibility for the nursing care of the patients in a single 
unit of a hospital. The Nursing Department also includes: 
the general staff nurse who is a graduate nurse who gives 
general nursing care to patients in the hospital. It is under- 
stood that each of the first three mentioned, i.e., the Direc- 
tor of Nursing Service, the Supervisor, and the Head Nurse, 
may have an assistant if warranted by the size of the hospital. 

Adjunct to the nursing personnel there is the orderly, the 
aide, and the more recently, the Red Cross Volunteer Nurse 
Aid. Their function is to supplement the work of the Nursing 
Staff so that only nursing duties are delegated to nurses. 
Today, in the face of so great a shortage of nursing personnel 
for civilian hospitals, there is much emphasis being placed on 


this attendant group and the scope of their activities is being 
enlarged to meet the exigencies of the times. 

The preparation of orderlies and attendants is given in the 
hospital and is largely practical. It may be given by interns, 
head orderlies, or by nurses. Although no definite standards 
have been formulated for this group it is advisable that they 
be selected with care and that they have some degree of 
intelligence, a willingness to learn, a satisfactory appearance, 
and an appreciation of the difference between hospital service 
and hotel service. 


Nurse-Patient Ratio 

In any discussion of this topic it is important to remember 
that there are many factors which determine the adequacy 
of the patient census for the student enrollment and that no 
single consideration can be taken as a determinant. Some of 
the elements which influence the significance of this ratio are 
the following: the teaching use made of available patients, the 
variety of conditions observed, working conditions, the type 
of nursing personnel in question, the type of patients being 
nursed, the time of day, the experience of the nurse, the 
architecture of the hospital, and the complexity of the nurs- 
ing procedures. 


Employment Policies 

Since costs of all commodities are mounting and the 
present increase in salaries will affect the annual financial 
report appreciably it would seem fitting to discuss the factors 
which make for a steady group of workers. 

Great care and judgment is necessary in the selection and 

placement of nursing persorinel. If according to the hospital 
organization, the entire nursing department is supervised by 
a Director of Nursing Service, then she is the logical person 
to fill the vacancies in her department. However, in some 
instances it might not be feasible and this responsibility would 
be assumed by the Administrator or her assistant. It is ad- 
visable to formulate in writing the desirable qualities which 
fit persons for various positions and then use this list for 
evaluating the various applicants. Fitness should include the 
consideration of education both general and professional, per- 
sonality, general appearance, experiences, attitudes, cultural 
background, and the health picture. Inquiry should also be 
made relative to the school of graduation, registration with 
the State for a license to practice, professional organization 
memberships and activities, and attitudes toward work and 
play. 
It is generally conceded that the Director of Nursing Serv- 
ice should have the ability to work satisfactorily with people, 
the ability to plan and organize in advance, a refined and 
courteous manner, experience in the various levels of nursing 
service, sympathetic understanding, teaching ability, and per- 
sonal knowledge of good nursing service. 

Some of the qualities of a successful supervisor are the 
ability to lead effectively, to win and inspire confidence, to 
delegate authority, to give and secure cooperation, to give 
corrections calmly, and to maintain physical and mental 
health. One year of successful head nursing and the academic 
preparatory requisite .for teaching her specialty in the Nurs- 
ing Arts are also necessary. Such personal qualities as a pleas- 
ant manner, enthusiasm, resourcefulness, justice, loyalty, and 
idealism are also commendable and almost indispensable ii 
the supervisor is to be the type of person we would want her 
students to emulate. It seems almost beyond dispute that stu- 
dents do reflect the attitudes of those who guide them and 
so the selection of one who will deal with students, has 
implications which will reach far into the future. 

The position of the head nurse is receiving a new emphasis 
today as it is accepted to include both teaching and adminis- 
tration responsibilities. She should, first of all, be a good 
bedside nurse with at least six months’ experience in genera! 
staff nursing, and have such qualities as kindness, tact and 


HOSPITAL PROGRESS 





ventio 
May, 


of th 
school 
patter 
sonnel] 
bilitie: 
throug 
and it 
comm 
organi 


Dece: 


understanding, and the ability to do clinical teaching. This 
will imply at least the completion of several professional 
courses in the advanced degree program, in preparation for 
successful head nursing in a hospital with which a school of 
nursing is associated. It is desirable that she have the addi- 
tional qualities of reliability, adaptability, a cooperative spirit, 
and a progressive attitude toward nursing and toward 
education. 

General staff nurses are usually expected to have had 
some experience in private practice nursing or in public 
health nursing and to have the personal and professional 
qualifications which have warranted her graduation from an 
accredited school of nursing and her registration by a State 
Board of Nurse Examiners. 

Although private-practice nurses are engaged by the 
patient, they may be considered under the nursing depart- 
ment as they are called by the Registrar who is supervised 
by the Director and comments and reports of their efficiency 
or lack of it, will be directed to the same person. The selec- 
tion of private-practice nurses may be made by the doctor, 
the patient, or a relative, or the choice may be made by the 
Registrar in consideration of the age and type and condition 
of the patient. An intense love for nursing, the ability to 
make adjustments quickly, a gentle understanding manner, 
and the ability to carry out good bedside care in all of its 
many fine and skillful applications, are factors which make 
for success as a private practice nurse. 


Conclusion 

In this brief review an attempt has been made to em- 
phasize first, the significant position of the nursing depart- 
ment in the hospital; second, the importance of the fine art 
of human relationships in successful hospital administration; 
third, the value of an organization chart to all personnel; 
fourth, the desirable qualifications of the various personnel 
of the nursing department; and, fifth, the absolute need of 
Divine Guidance in the uncertainties of today’s war-torn 
world. We shall close with the prayer that our Dear Christ 
will look with favor on all of you, “His jugglers.” 
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Il. THE FUNCTION 
Introduction 

Although there is not absolute uniformity in the functions 
of the same personnel in various Catholic hospitals and 
schools of nursing, there is in them a fairly uniform general 
pattern. It is most important that each member of the per- 
sonnel should understand clearly her functions and responsi- 
bilities. This definiteness of understanding can be achieved 
through written formulations of functions for each official 
and interest can be kept alive through various procedures, 
commonly employed in schools and in institutions of complex 
organization. 
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Trends in Nursing 
In considering the functions of the various individuals in 
the nursing service personnel, it may be helpful to review 
some of the more recent trends in nursing which undoubtedly 
have affected the allocation of functions. Emphasis has re- 
cently been increasingly placed on the following: 


. Simplicity of Procedure 

. Economy for Victory 

. Centralization in Hospital Architecture 
. Discontinuance of “Luxury” Nursing 

. Clinical Teaching 

. Nursing Care Study 

. Care of the Whole Patient 

. Psychological Approach 

. Health Teaching 

. Mental and Spiritual Aspects of Nursing 
. Rating Scales 

. Refresher Courses 

. Staff Education 

. Conferences 

. Principles Underlying Nursing Practice 
. Correlation of Science with Experience 
. Individualized Nursing Care 

. Better Preparation of Supervisors and Head Nurses 
. Better Preparation of Students 

. Socialized Instruction 

. Public Health Aspects 


Obviously, all of these tendencies have had their influence. 
In some instances, new positions have been created as the 
Volunteer Red Cross Nurse Aid; in others, activities have 
been broadened in scope, as in the case of the professional 
nurse and also the attendant. Because of the war effort, gen- 
eral nursing care has been and will continue to be “stream- 
lined” to fit the available time and personnel. 
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The Director of the Nursing Service 
We shall begin our discussion with the Director of Nursing 
Service and shall continue through the various levels of posi- 
tion. Some of the functions of the Director of Nursing Serv- 
ice are the following: 


1. Determination of Objectives and Policies Relative to 
Nursing Service 

2. Organization and Administration of Nursing Service 

3. Direction of the Nursing Care of Patients 

4. Plan of Student Rotation 

5. Provision for Cooperative and Harmonious Relation- 
ship 

6. Consideration of Inter-Department Relationships 

7. Activities Involved in Selection, Employment, and 
Supervision of Graduate Nursing Staff and in Some Instances 
other Personnel 

8. Activities regarding the Graduates of the School of 
Nursing 

9. Professional Contacts 

10. Plan to Improve Professional Preparation 

11. Efforts to Improve Standards and Service of Nursing 
Profession 

12. Establishment of Good Community Relations 

13. Conferences with the Group and Individual regarding 
Patient Problems 

14. Complete “Rounds” of the Nursing Service Depart- 
ment 


As has been mentioned, the same persons may be both 
Director of the School and Director of Nursing Service in 
most of our hospitals, but nevertheless the functions may be 
considered separately so that this “double person” may be 
aware of the responsibility which each of her positions 
involves. 
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The Supervisor 


The supervisor is faced with the twofold responsibility of 
providing good nursing care for her patients and adequate 
nursing education for the student on her service. In the com- 
monly accepted philosophy of supervision today the princi- 
ples of democracy are being emphasized and ideas of guidance 
predominate rather than a superiority-inferiority relationship. 
Likewise the former emphasis on inspection and humorously 
called “snoopervision” has been balanced by an equal con- 
sideration of guidance, education, research, and survey. 
Respect for the individual personality and consideration of 
the “whole” patient and the “whole” student are being ad- 
vocated today as well as delegation of authority and the 
importance of providing facilities for group participation. In 
establishing criteria for evaluating the success of her super- 
visory activities, she can study the qualities of Christ, her 
Leader, and endeavor to imitate them in an effort to be the 
ideal supervisor, “a spectacle to angels and to men.” Some of 
the functions of the supervisor are: 


Administration 


1. To make rounds and inspect departments daily 

2. To maintain all aspects of physical environment as tem- 
perature, light, etc. 

3. To authorize all requisitions for repairs and supplies 

4. To keep inventories of her supplies 

5. To reduce waste, breakage, and destruction to a min- 
imum 

6. To assist all those supervised to their fullest develop- 
ment 

7. To endeavor to improve the nursing service of her 
department 

8. To make rounds with doctors 

9. To attend especially to “critical” patients 


Teaching 


1. To plan the total course of her clinical specialty in 
the Nursing Arts area. 
2. To have expert knowledge of her clinical specialty. 
3. To be familiar with the principles and methods of 
teaching. 
4. To interpret the course of study to the cooperating 
teachers. 
5. To be aware of the stage of development which her 
students have attained. 
6. To conduct departmental conferences for the guidance 
of her head nurse. 
7. To correlate science and experience in the minds of 
her students. 
8. To plan student assignments. 
9. To guide students in solving their problems and in 
planning and organizing their work. 
10. To supervise student experience and rate it objectively. 
11. To have a knowledge of the principles and methods 
of teaching. 
12. To supervise the medical records in her department. 
13. To orient her personnel. 
14. To develop the nursing program in her department and 
to continue to study and evaluate its progress. 


The Head Nurse 


In general, both the supervisor and head nurse have dual 
responsibilities and hence dual functions: those that relate 
to administration of the nursing service and those which 
relate to the education of the students. However, the super- 
visor has a superior position and thus ranks higher in the 
organization. Ordinarily she has the responsibility of the 
department as a whole and of the course as a whole and 
thus does broad, general planning and then delegates many 
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of the administrative duties of nursing service to her head 
nurse and also some of the clinical teaching to her head nurse. 

Usually, most of the head nurse’s time is spent in admin- 
istrative duties while her teaching responsibility is fulfilled 
in the clinical teaching periods planned for each day and 
in the teaching incidental to and inseparable from bedside 
nursing. The Head Nurse’s functions may be sum- 
marized thus: 

1. Apply principles of administration. 

2. Be familiar with her ward and plan its activities. 

3. Attend to ward housekeeping supplies. 

4. Have conference with students regarding problems, 
progress, nursing care. 

5. Give demonstration of new apparatus. 

6. Assist with care of patients with difficult and complex 
treatment. 

7. Make rounds with doctors, dietitian, etc. 

8. Write orders, reports, etc. 

Wayland gives the head nurse the following titles: hostess, 
nurse expert, practical sanitarian, housekeeper and steward, 
economist, junior executive, and teacher of patients and 
personnel. 

The duty of a General Staff Nurse is to give good nursing 
care to her patients and to cooperate in the orientation 
program arranged for her and to know the policies of 
the school. 


The Red Cross Volunteer Nurse Aid 

The newest group in our hospital nursing service personnel 
is the Red Cross Volunteer Nurse Aid whose functions have 
been clearly defined by the American Red Cross. It is the 
responsibility of each hospital accepting this group to give 
them experience in each activity but there is no obligation 
to allow them to continue to perform all of the functions 
outlined, if they are not in agreement with the policies of 
the hospital or if for any other good reason the hospital 
decides otherwise. 


Suggested Functions of the Volunteer Red Cross 
Nurse Aid 


. Admitting, transferring, and discharging a patient. 
. Stripping, cleaning, and completing a unit. 

. Caring for teeth, hair, and nails of patients. 
. Giving of bed bath and making occupied bed. 
. Feeding the sick. 

. Making the patient comfortable. 

. Making an anaesthetic bed. 

. Taking temperature, pulse, and respiration. 

. Assisting with physical examination. 

. Getting acquainted with hospital equipment. 
. Giving general care to children. 
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Attendants 

The functions of the variously-called groups of attendants 
should be specifically outlined in each hospital, not only for 
the satisfaction of the workers themselves but also as a 
professional safeguard. Certainly this group has a definite 
place in our hospital today so that nurses can be freed from 
routine, non-nursing duties, to perform the more skillful and 
technical procedures ordered for the care of the patient and 
until the present time performed by the resident staff, now 
so depleted in the cause of victory. One hospital has out- 
lined the functions of the attendant as follows: 


Services to Patients 

Answer calls promptly and report wants of patient to 
nurse if necessary. 

Pass and collect wash basins and tooth cups and assist 
patients if indicated. 

Assist patients with baths, in dressing, and use of wheel 
chairs, and walking. 
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Prepare and take patients to out-patient and X-ray 
departments. 


Pass bed pans before meals, visiting hours, and whenever 
necessary. Specimens to be carefully collected and accurately 
reported. Night attendants assist in the care of morning 
specimens. 


Care of Units 
Make beds of “up patients” and convalescent patients. 
After discharge of patient, wash bed, clean mattress, make 
up bed, and clean all articles belonging to the unit. 
Bed linen to be kept straightened, bedside tables in order. 
Extra blankets to be returned to linen closet after use. 


Linen 
Wash soiled and stained linen. Empty linen hampers as 
posted. Check clean linen and place on shelves. 


Trays 
Serve and collect trays. 


Water Pitchers 

Collect, wash, and distribute thermos jugs, water pitchers, 
and trays. 
Nourishment 

Assist with preparation, collect, and wash dishes. 


Fruit and Food 
Collect, label, and place in containers in ice-box. 


Flowers 
Label and place in solaria at night. Change water in 
morning and return to patient. 


Furniture 
Dust and polish as indicated. 


Waste Baskets 
Empty as often as necessary. 


Cleansing 

Clean and sterilize utensils in utility room. 

Clean and keep in order utility room, workroom, linen 
room, and supply room. 


Clean standards, small tables, over-bed tables, etc., accord- 
ing to posted schedules of duties. 


Functions of the Orderly 

There is a rather wide variation in their duties from those 
of cleaning and maintenance to the giving of rather difficult 
and complex sterile treatments to male patients. There should 
be a clear understanding of duties upon employment and 
adequate provision should be made for his orientation. 


Conclusion 


In all of this discussion of functions it is important to 
remember that the position which one holds is not nearly 
sO significant as the completeness with which one fulfills the 
duties of that position. In other words, it is just as meritorious 
in Heaven’s currency, and incidentally just as valuable to an 
organization (in one sense of the word value) to be a perfect 
porter as to be a perfect director, for one’s value is not 
measured in titles but in the perfection with which one merits 
the title. This is sound philosophy and is encouraging in- 
formation to impress upon all of our personnel in order that 
they may recognize and evaluate properly the service which 
is rendered to God through service to His little ones in every 
department of the hospital. This emphasis may also be a 
tool for vitalizing the doctrine of the Mystical Body of Christ 
as each one can be encouraged to see in all of the other 
personnel, the Christ, whose counterpart she is attempting 
to be and thus feel encouraged to practice the virtues of 
courtesy, consideration, kindness, and cooperation, so char- 
acteristic of His dealings with His co-workers on the Galilean 
shores of yesterday. 
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Canada 


Eight Graduate. In the assembly hall of St. Michael’s 
Academy the eight seniors of Hotel Dieu Hospital School of 
Nursing, Chatham, N.B., received their diplomas. Mr. C. P. 
Hickey gave the opening address, in which he invited the 
graduates to measure up to the duties, burdens, and respon- 
sibilities of their new career. 

Rev. Dr. Scott of the faculty of St. Thomas College, in 
his talk, appealed to the young ladies to care for the “heart 
healing” over and above the healing of the body. The real 
process of healing often lies deep in the spirit, he said. In the 
thirteenth century, he continued, we find this very strongly 
emphasized; that century is often spoken of as the “dark 
ages.” In reality it was the age of true values. It was then 
that the nursing profession rose out of the deep spirit of 
charity and brotherly love. Today the nurse must keep her 
finger on the pulse of the world. This world is growing old 
and sad. Someone has said that the future sanity of the 
world must be thrust upon the responsibility of the rising 
generation. It is, therefore, the particular obligation of the 
nurse to restore an old and weary world by the healing of 
the heart and the spirit. She alone can reach man at his 
weakest point, and make her influence be felt when he is 
most in need of a friend. 
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Oklahoma 
School Fund Established. An announcement has come from 
the director of nurses of St. John’s Hospital School of Nurs- 
ing, Tulsa, that there has been established the Nadel Student 
Loan Fund, which has been made available through the 
generosity of Mr. and Mrs. I. Nadel of Tulsa. This fund will 
be available to all students regularly enrolled in the school 
whose standing is approved by the director of the students. 
The rules and regulations governing the loan fund are to be 
decided upon by those who are in charge of the student 
nurses’ educational activities. Mr. Nadel is an oil producer 

of the firm of Nadel and Gussman. 


Washington 

Sister Transferred. Sister M. Romuald, F.C.S.P., R.N., su- 
perior of Providence Hospital in Everett for the past six 
years, has gone to St. Mary’s Hospital in Walla Walla, to 
fill the office of superior there. Her place at Everett has been 
taken over by Sister M. Joseph Octave, F.C.S.P., R.N., a 
former member of this hospital staff. 

Diplomas Received. Nineteen young ladies received di- 
plomas from St. Joseph’s Hospital School of Nursing, Van- 
couver, where they completed their nursing education. The 
exercises were held in the auditorium of Providence Academy. 
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An Outline of a Course 
in Processing-Room Technique for 
Radiologic Technologists 


ADVANCED academic and professional preparation is 
today being demanded of radiologic technologists. Since 1933, 
St. Louis University has been experimenting with a cur- 
riculum which should adequately prepare the individual for 
work in this field. To this end a curriculum has been planned 
on a collegiate basis leading to the Bachelor of Science 
Degree in Radiologic Technology. The academic subjects and 
the basic sciences pertinent thereto constitute the major part 
of the first two years of study, while the last two years are 
given over largely to the professional subjects. Processing 
Room Technique is a lecture, demonstration, and laboratory 
course, with lectures and demonstrations, one hour a week; 
laboratory, four hours a week, for one semester. 


Lectures and Demonstrations 


The aim of this phase of the course is to teach the student 
to plan, equip, and operate a processing room on the basis of 
skills developed according to a well-rounded theoretical 
course in the subject. The student, therefore, is taught not 
only the mechanical technique of developing a film, but is 
given a history of the discovery of light-sensitive materials 
and their evolution into the modern radiographic film, its 
composition and construction, and its physio-chemical poten- 
tialities. An attempt is made to familiarize the student with 
the chemistry involved. 

The location, construction, and equipment of the process- 
ing room is discussed. The care of equipment and the proper 
storage of photographic and chemical materials are stressed. 

The technique of mixing the processing solutions, the action 
of each chemical component, and the reaction of the solu- 
tions to air, temperature, use, and age is explained. A detailed 
description is given of the action of the developing solution 
on the exposed film and the structure of the developed image. 

Unsatisfactory roentgenograms due to faulty processing- 
room technique are discussed in class, the causes are pointed 
out, and the precautions which should be taken to avoid 
faulty technique are enumerated. 

Although this course is not planned to teach the student 
to be a photographer, some instruction in the elements of 
photography is given. The radiologic technologist will find 
that in many departments of radiology a certain amount of 
photography, such as the making of lantern slides and prints 
is often required. A fundamental knowledge of these proce- 
dures is often a great advantage to the technologist. 


The Field Experience 

Supervised experience in the department of radiology is 
given conjointly with the lecture and demonstration periods 
where the student learns to put into practice the principles 
taught in the theoretical course. This experience provides an 
opportunity not only for developing dexterity in the prac- 
tical work but also affords means for correlating technical 
factors and for viewing the process as a whole in finished 
roentgenograms. After the student has acquired sufficient abil- 
ity under direct supervision, he or she is expected to dem- 
onstrate this ability by performing the various techniques 
such as preparing solutions, processing a film, cleaning 
screens, and the general care of and provision for the process- 
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ing room as a whole. The student is graded on this particular 
phase of the work which includes punctuality and personal 
appearance. The final grade is determined by an average of 
the grades obtained in both the theoretical and practical 
periods. ; 

An outline of the points deemed most essential in this 
course follows: 


Outline of Course in Processing-Room Technique 
I. Location of room 


A. Convenience 
B. Plumbing facilities 
1. Large darkroom—with sink 
2. Small darkroom — without 
sink 
C. Electrical connections 
1. Duplex for darkroom light 
. Duplex for viewing box 
. Duplex for electric timer 
. Connections for dryer 
. Connections for ventilation 
6. Connections for safe light in maze 
7. Grounding of electrical connections 
D. Ventilation 
1. Maze 
2. Forced drafts 
3. Louvres 
. Construction of room 
A. Material 
. 1. Preclude light 
2. Preclude X-rays 
B. Size 
C. Entrance and exit 
1. Maze 
2. Door (for transferring equipment) 
D. Arrangement (straight line production) 
. Color treatment of room 
A. Dark pigment for maze (flat finish) 
B. Not necessary for room (flat finish) 
7. Illumination 
A. Location of safelight 
B. Filtration of safelight 
C. Illuminating box for wet films 
D. Safelight for maze 
E. Ceiling light for same 
. Accessory equipment 
A. Storage facilities 
1. Film storage box (store films on edge, remove 
lid from box) 
2. Cassette storage transfer cabinet 
3. Shelves for other supplies 


Hot, cold, and ice 
water at all times 
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B. Loading facilities 
1. Loading bench 
a. Height 
b. Location 
c. Must be dry at all times 
2. Relation of hangers and film supply to loading 
bench 
C. Film hangers 
1. Located above bench 


2. Repair 
D. Film racks 
E. Processing tanks 
1. Ice water available: mixing valve 
2. Ice water not available 
a. 5-gallon developer — self-contained unit 
b. Over 5-gallon developer — master tank, with 
inserts and refrigeration unit 
3. Fixing bath and washing tank outside of dark- 
room 
F. Timer 
1. Electric 


2. Non-electric 
G. Thermometer (developing curve) 
H. Dryer 
1. Convenient location 
2. Correct size 
I. Transfer cabinet 
VI. Films 
A. History 
1. Silver chloride coated paper 
2. Wet collodian plate 
3. Gelatin dry plate 
4. Nitrocellulose film 
5. Celluloseacetate film 
B. Composition and construction 
1. Base 
2. Emulsion 
C. Loading and handling 
D. Artifacts 
E. Identification 
Screens 
A. Composition 
B. Care 
C. Testing for contact in cassette 
Film Holders 
A. Cassettes 
1. Types 
2. Purpose 
B. Cardboard holders 
1. Purpose 
2. Lead backing 
IX. Formation of image 
A. Influence of gelatin on sensitivity (pre-exposure) 
B. Latent image (post-exposure, pre-development) 
C. Structure of developed image 
X. Processing Solutions 
A. Developer 
1. Chemicals 
a. Technique of mixing 
b. Purpose of each ingredient 
2. Temperature 
a. While mixing 
b. Of the finished product 
3. Reactions 
4. Life of developer 
a. Age 
b. Exhaustion 
c. Record 
B. Fixing bath 
1. Chemicals 
a. Technique of mixing 


VII. 


VIII. 
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b. Purpose of each ingredient 
c. Hardening of emulsion on film 
2. Reclaiming silver 
C. Replenishing of solutions 
XI. Temperature control of solutions 
XII. Handling of developed films 
A. Rinsing 
B. Washing, after fixing 
1. Diffusion of chemicals out of film 
2. Removal of chemicals from vicinity of film 
3. Renewal of water 
XIII. Unsatisfactory radiographs due to faulty technique 
XIV. Elements of Photography 
A. The camera 
B. Lantern slides 
C. Prints 
Standard textbooks are used as reference, such as Sante’s, 
Rhinehart’s, Clark’s, and McNeill’s, but it has been deemed 
advisable to correlate material both from textbooks and cur- 
rent periodicals, supplementing with notes from actual ex- 
perience. This material has been mimeographed and conse- 
quently can be revised as indicated, and is distributed to the 
students at the time the particular topic to which it refers is 
discussed in class. This provides material for study and when 
the course is completed the student has in his or her posses- 
sion a loose-leaf notebook for future reference in processing 
room technique. 
List of Textbooks 
Clark, K. C., Positioning in Radiography (Second Edition), The 
C. V. Mosby Company, St. Louis, Mo., 1941. 
Henney, Keith, and Beverly Dudley (Editors), Handbook of 
Photography, Whittlesey House, New York, N. Y., 1939. 
McNeill, Clyde, M.D., Roentgen Technique, Charles C. Thomas, 
Publisher, Springfield, Ill., 1941. 
Mees, C. E. Kenneth, Photography, The Macmillan Company, 
New York, N. Y., 1937. 
Rhinehart, Darmon, Roentgenographic Technique (Second Edi- 
tion), Lea and Febiger, Philadelphia, Pa., 1936. 
Sante, LeRoy, Manual of Roentgenological Technique (Ninth 
Edition), Edwards Brothers, Inc., Ann Arbor, Mich., 1942. 
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The Standard Nomenclature and the 
Small Hospital 


THE general topic of the discussions this afternoon is 
“Common Problems, with Special Emphasis on those of 
the Small Hospital.” Nomenclature continues to be one of 
the problems of the small hospital. Whether this problem is 
fancied or real remains to be seen. But this much is certain, 
the small hospital in which there is appearing, or in which 
there has already appeared, indications that the nomenclature 
currently in use does not seem to be adequate, that hospital 
becomes increasingly conscious of this inadequacy, and it is 
more and more aware that it has a problem. 

Because we have heard so much about the Standard 
Classified Nomenclature of Disease we begin to consider it. 
But immediately we are conscious of an unfavorable reaction, 
a sort of mental rejection, a prejudice. We recall that our 
first impression of it was that it seemed so complex. Then 
we find ourselves wondering why there should be a standard 
nomenclature for the classification of disease. What would 
constitute a legitimate reason for changing over to a standard 
nomenclature? How would we know that a change is desir- 
able if not imperative? What would be the advantages of 
such a change; and if we did make the change, what would 
be essential and what non-essential in the use of the 
Standard Nomenclature in any size hospital? Then we begin 
to recall that comparatively few hospitals in some States 
are using this nomenclature, and that the majority not using 
it are small hospitals. Why? And then if we adopt it in the 
hospital in which we are now stationed would our successor 
continue it, or revert to the use of the nomenclature she 
has been using in another hospital? 

It is not the purpose of this paper to go into detail 
regarding the mechanics of the Standard Classified Nomen- 
clature of Disease, but we shall consider the above-mentioned 
phases of the problem of the Standard Nomenclature and 
the small hospital. We hope that all of us will leave this 
conference room this afternoon feeling better about this 
subject than we now do, myself included. I have been 
struggling with this problem since 1937 and I still do not 
use the Standard Nomenclature. 


The Standard Classified Nomenclature of Disease 


Despite the fact that attempts to classify disease can be 
traced to antiquity and that better attempts at scientific 
classification have been made in the twentieth century than 
ever before, the situation is still one of disorder. Probably 
there is not a nomenclature in use that has not been modified 
to meet the special needs of hospitals, clinics, and other 
organizations, and incidentally your hospital and my hospital, 
until they are almost unrecognizable. Personal choice of in- 
dividuals is the cause of this disorder, and the disorder is 
manifestly confusing. 

That situation prevailed in 1928 when on March 22 
of that year a Conference on Nomenclature of Disease 
was held in New York for the purpose of remedying the 
existing confusion. Representatives of the important national 
societies representing medicine, surgery, and their specialties, 
the federal medical services, and national health organizations 
were invited to this conference. At this meeting the organ- 
ization known as the National Conference on Nomenclature 
of Disease was formed. Its object was to develop a national 
nomenclature of disease. Such a standard nomenclature would 
eliminate personal variations introduced by individuals and 
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remedy the existing confusion, promote uniformity in 
terminology, stimulate clear thinking on the exact nature of 
disease and its manifestations, and be of inestimable value 
in all fields of medical literature and research. Such a 
nomenclature would represent the work of a considerable 
number of medical societies, individuals, and institutions, all 
collaborating to make a standard system that would be clear, 
simple, and as all-inclusive as known facts would permit. 
The ultimate goal of the editors of Standard Classified 
Nomenclature of Disease was a common nomenclature of 
disease in use by all the medical institutions of the country. 
And in order to assure the future development of the 
Nomenclature as the standard for the United States a central 
organization, national in its scope and membership, must be 
continued. Such an organization would provide the physician 
with a medium for the exchange of opinions on the use and 
significance of diagnostic terms, and uniformity of diagnostic 
terminology would be maintained. 

The Nomenclature was initiated in 1928, and the basic 
plan officially adopted in 1930. Under the support of the 
Commonwealth Fund and other interested organizations, Dr. 
H. B. Logie, Executive Secretary of the National Conference 
on Nomenclature of Disease, gave constant attention to the 
development of the Nomenclature and was its editor until 
1937. In that year the Executive Committee of the National 
Conference on Nomenclature of Disease requested the 
American Medical Association to assume the editing and 
publishing of the Standard Nomenclature. It then passed 
into the hands of a central, permanent, national organ- 
ization, and its continuance and development were assured. 


First Impressions 

I first heard of the Standard Classified Nomenclature of 
Disease in 1936 when, for the first time, I attended an 
annual convention of the American Association of Medical 
Record Librarians. The meeting was held in Philadelphia. 
At the joint session of the American College of Surgeons 
and the Association of Record Librarians we heard a great 
deal about the Nomenclature. In the course of the general 
discussion a speaker, in his enthusiasm for the system, virtu- 
ally insisted that the American College of Surgeons commit 
itself then as recommending the Standard Nomenclature as 
the nomenclature, and make it a requirement for hospitals 
approved by the College. Dr. MacEachern was present and 
answering the speaker, he said that the American College of 
Surgeons could not tell the hospitals which nomenclature 
they were to use so long as the one in use was an acceptable 
method and met the requirements of the individual hospital. 

Before the Convention closed we heard more and still more 
about the Nomenclature. About fifty Medical Record Librar- 
ians went to Presbyterian Hospital late one afternoon to 
listen to Dr. Logie again. After that lecture many of us 
decided we did not like the Standard Nomenclature, and 
did not think we ever could. Even Dr. Logie did not convince 
us. The only thing that made us happy was that Dr. Mac- 
Eachern did not say we had to adopt it. 
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We still have choice of Nomenclature. The American 
College of Surgeons never demands anything of us, but their 
recommendations are not to be ignored. It seems to me that 
a recommendation is implied in the following, taken from 
the 1940 Edition of the Manual of Hospital Standardization. 

“There are two methods of indexing diseases: a) The classi- 
fied system in which diseases are grouped according to an 
acceptable nomenclature either by pathology, region, or 
by both. b) The alphabetical system in which all diseases 
are listed according to the alphabet.” 

A later edition of the Manual, that of 1941, states the 
following: 

“There are two methods of indexing diseases: a) The 
classified system in which diseases are grouped according to 
an acceptable nomenclature by topography and etiology. 
b) The alphabetical system in which all diseases are listed 
according to the alphabet. These two systems are known as 
the ‘Standard Classified Nomenclature of Disease’ and the 
‘Alphabetical Nomenclature.’ Much attention is being 
directed to the former system because of its uniformity.” 

The Standard Classified Nomenclature of Disease is very 
complex, and it is this complexity that is bewildering. One 
cannot help but wish that it were not so detailed and that 
it did not require so much time and effort. Does the extensive 
detail make it as clear and simple as its editors claim it to be? 
Many of us dislike it for that reason, but at the same time 
we acknowledge its superior excellence. Cross-indexing by 
this method has become a highly specialized task in the 
Medical Record Departments that use it; the person who 
does the cataloguing must have a good background of clinical 
knowledge. Besides being a highly scientific work, the 
Nomenclature is a scholarly work and its educational value 
can scarcely be overstated. Cross-indexing by this method 
represents the maximum in a minimum requirement. 


A Standard Nomenclature 
It would be of inestimable help to Medical Record Librar- 


ians if nomenclature were standardized. It is obvious why 
many of the practical procedures in the Record Department 
could not be standardized, but nomenclature should. Of all 
the basic procedures, nomenclature is one of the most 
important. It is the one that more directly affects the medical 
profession, individually and as a group. Think of what it 
would mean if every hospital in the United States cross- 
indexed disease by nomenclature—an official standard 
nomenclature. When one considers what this would actually 
mean it makes one wonder why so many of us hesitate to 
adopt it. The trouble with most of us is that we are afraid 
to take a chance or to make a change. But there again is 
a question. What makes us afraid? 

In my own case I am afraid chiefly because of my lack 
of preparation. I am so impressed with the excellence of 
the Standard, not only because of its scientific value, but 
also because of its educational importance and of what it 
would mean to me professionally, that I would not attempt 
to use it in either a large or a small hospital without first 
spending all the time necessary to study the system thor- 
oughly and this study should be undertaken in a hospital very 
much larger than any I have ever worked in — one in which 
I could spend hours every day studying, coding, and 
recording. 

In the Institute for Medical Record Librarians sponsored 
by the Association of Medical Record Librarians of Minne- 
sota and held at the University of Minnesota in January 
1939, Dr. MacEachern spoke to us about many things, and 
from my notes of his lecture I quote these remarks: 

“Improve yourselves. . . . Advance in clinical knowledge 
. . . you must have research. . . . Institutes are excellent, 
Association meetings are excellent, but beyond that there 
comes a stage when you will want to do post-graduate work. 
. . . You will want practice so far as records are concerned. 
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. . . It requires a great deal of practice to become skilled 
in the arts and sciences. You can’t be a good Record Librarian 
unless you get more statistical work than you get in your 
own hospital.” 

An intense study of the Standard Classified Nomenclature 
of Disease in a large hospital in another part of the country 
would certainly be post-graduate study. 

Recognizing the need of this special preparation for the 
Medical Record Librarian, the American Association of 
Medical Record Librarians appointed a Committee on Stand- 
ard Nomenclature. The object of this Committee was to try 
to supply instruction for individuals in institutions who were 
unable to take the regular course of training offered by the 
Schools for Medical Record Librarians. The Chairman of 
this Committee, Miss Lillian Erickson of St. Luke’s Hospital, 
Chicago, recommended that hospitals in various geographical 
regions having record departments under the direction of a 
qualified Medical Record Librarian, be selected by the Com- 
mittee as instruction centers; that the instruction period be 
not less than one month. That is what makes me afraid to 
change to the Standard Nomenclature. What makes you 
afraid? 


Changing to the Standard Nomenclature 

What constitutes a legitimate*reason for adopting the 
Standard Nomenclature? We might consider these: 

a) When the staff is dissatisfied with the present one 
in use. 

b) When it no longer meets the needs of the hospital. 

c) When the nomenclature seems inadequate for research 
done in the hospital. 

Sister Loretto of St. Mary’s Hospital, Duluth, advises that 
the change should not be made hastily: that no record 
librarian can go faster than her staff, and that at least a 
majority of the Staff should be willing to cooperate. In peace 
time we had a staff membership of 61 doctors. I am sure 
there is not one who knows which nomenclature we use. 
How is it in your hospital? If you decided to adopt the 
Standard Nomenclature would you consider it very important 
to consult the Staff? Physicians frequently look to the Record 
Librarian to initiate methods and procedures that concern 
even themselves. The Staff must by all means be consulted 
if for no other reason than to get their approval for its 
adoption. If the Medical Staff decides that the Nomenclature 
should be adopted, then the librarian thereafter should not 
change to another of her own choice. Such a change would 
again have to have the sanction of the Medical Staff. 

Does the nomenclature we are now using meet the need 
of the hospital? Is it adequate for the research done in 
your hospital? Because we are satisfied does not mean that 
a standard, authoritative nomenclature would not play a big 
part in raising the standards of the medical profession. It 
would certainly stimulate clear thinking on the differentiation 
between symptoms and disease. Hypertension would no longer 
be permissible as a diagnosis but an effort would be made 
to determine the etiology of that symptom. A physician 
diagnosing an eye case recently as “internal squint” was asked 
if that was “monocular esotropia.” “Yes. Monocular esotropia 
of 20 degrees.” And another final diagnosis— ‘A blind, 
painful eye.” “Doctor we do not have that term in our 
nomenclature.” “It was phthisis bulbi.” Such incidents occur 
every now and then. Exactness is required of us no matter 
which nomenclature we use. 

Insufficient reasons for changing nomenclature might be: 

a) Because many other hospitals have adopted it. 

b) Because some hospital with a different staff organization 
from ours wants it. 

c) Because the record librarian thinks she ought to do the 
same as other record librarians. 

These reasons do not call for much discussion. A record 
librarian should surely be eager to improve herself, and she 
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should know how to use the Standard Nomenclature whether 
it is in use in her hospital or not. It should not be exactly 
from a sense of wanting to do as others do, or even from 
a sense of duty that she should want to make this change. 
She should want to adopt it because she appreciates what it 
would mean to cross-index by a standard nomenclature. It 
means professional progress, and she should want to have 
a part in its advancement. 

For the successful use of the Classified Nomenclature the 
following are considered essential: 1. The doctors must be- 
come familiar with it and be asked to read the instructions 
and test themselves on coding. 2. No case history must be 
filed away if it bears diagnostic terms which are not in the 
Nomenclature. 3. No code numbers are to be invented except 
as indicated. Personal interpretation must not be permitted. 
4. The system of recording. 

The system of recording may be simple or useful. A more 
detailed method of recording may be more useful than a 
simple method. There need not be any serious disturbance in 
the routine of the Medical Record Library. If one is using 
the vertical index she may continue to use it. The only change 
necessary is merely to obtain numerical guides for the system, 
and number the diagnostic cards according to the Nomencla- 
ture number and file them behind the proper guides which are 
available in all standard sizes. Those hospitals that use the 
visible record number require a slightly different adjustment. 
One may obtain visible cards and the trays for holding them 
that suit the individual hospital best. 

Whether simple or useful we must try to place on the 
cards the information most desired by our Staff, and that we 
are already doing no matter which nomenclature we use. The 
more useful the record system, the more willing the physician 
is to take pains with it and to write good histories for it. 
Physicians should be encouraged to use these card records 
and they should be immediately available. 

Bibliography 

Builetin of the American Association of Medical Record Librar- 
ians. December, 1941. Vol. 13 — Number 1. 

Manual of Hospital Standardization, American College of Sur- 
geons, 1940-41. 

“Memoranda on the Use of the Standard Classified Nomencla- 
ture of Disease,” National Conference on Nomenclature of Disease, 
February, 1937. ‘ 

The Standard Classified Nomenclature of Disease. Edition 1936. 

Jordan, M.D., Edwin P., “Educational Purposes of the Stand- 
ard Classified Nomenclature of Disease.” Reprint from Proceed- 
ings of the Annual Congress of Medical Education and Licensure, 
Chicago, February 17 and 18, 1941. 

“The Value of the Standard Classified Nomenclature of Disease.” 
Reprint from Annual Proceedings, New England Hospital Asso- 
ciation, 1938. 

Loretto, O.S.B., Sister M. “Nomenclature Classification.” Hos- 
pital Progess, November, 1941. Vol. XXII, No. 11. 

MacEachern, M.D., Malcolm T., “The Place of the Record 
Librarian in Hospital Organization.” (Institute for Medical 
Record Librarians, University of Minnesota, 1939.) 


The Needs of the Small Hospital 
Personally I do not favor modifying the Standard Classi- 


fied Nomenclature of Disease for its use in small hospitals. 
By a small hospital we mean a hospital of 100 beds and 
under. If the small hospital, either because it is asked to 
do so by its Medical Staff, or on its own initiative, thinks it 
should adopt the Standard Nomenclature, it is my opinion 
that the hospital should either use it as it is or not use it 
at all. The Nomenclature as it stands is adaptable to use 
in small hospitals. The need of a modification does not seem 
to exist; and in the absence of such a need, an edition for 
the small hospital and another edition for the large hospital 
would not be justified. 

In the very early days of the Standard Nomenclature a 
smaller edition was published for use in the small hospital. 
It was found unsatisfactory. Small hospitals as well as the 
large hospitals have patients suffering from the same diseases; 
and when these occurred, the small edition was inadequate. It 
became apparent at once that the full book was as necessary 
for the small hospital as it is for the large one. 

The Standard Nomenclature is larger than any of the 
existing nomenclatures of disease because it attempts to 
include every disease condition which can be recognized 
clinically. There are many thousands of titles in the text, 
but this does not mean that the disease file in use in the 
Medical Record Libraries will be larger. The size of the 
disease file will continue to remain proportionate to the 
volume and range of clinical work done in the institution. 
The index cards should be made out only as diagnoses are 
made. In this way there are no cards in the file that are not 
in use. The larger hospital would, of course, have more cards 
and a greater variety of diagnoses, with a greater need 
for subdivision in diagnosis. For the teaching hospital, 
a finer break-down would be indicated. 

The small hospital that considers it neither desirable nor 
expedient to adopt the Standard Classified Nomenclature of 
Disease, may catalogue diagnoses according to the diagnostic 
terminology of the Standard and index the diagnosis cards 
alphabetically. But for all hospitals, the small, the large, 
and the teaching hospital, regardless of which method of 
indexing is used, the Standard Classified Nomenclature of 
Disease should be the standard classification. 

Summary 

The small hospital in which there has appeared a conscious- 
ness that the nomenclature has become inadequate has a 
difficult problem. 

A standard nomenclature of disease for the United States 
would eliminate that problem. 

The Standard Classified Nomenclature of Disease is the 
standard nomenclature. It represents the maximum of the 
minimum requirement for disease indexing in the small, the 
large, and the teaching hospital. I am convinced that special 
instruction and practice are necessary for the successful use 
of the Nomenclature by the Medical Record Librarian. 

The Standard Classified Nomenclature of Disease should 
not be modified for its use in the small hospital. 


The Medical Record Librarian and 
Clinical-Pathological Conferences 


CASE presentation in the sense we here use it, means the 
preparation of an abstract of a medical record for the purpose 
of presenting the case at a staff meeting or more particularly 
for a clinico-pathological conference. 

The underlying purpose of such case presentation at a 
clinico-pathological conference, in the larger hospitals, is to 
give to staff members, interns, residents and students an 
opportunity of transferring their theoretical knowledge to a 
life-situation, and thereby correlate theory with practice; to 
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broaden their scope of knowledge in respect to etiological 
factors of disease, clinical findings, laboratory tests, and 
pathology. 

In other hospitals, no matter how small, the objectives of a 
clinico-pathological conference do not differ widely from 
those of a teaching institution. Moreover, these conferences 
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are equally important, if not more so, in the small hospital 
than in the larger hospital. The reason for this is that such 
conferences afford a splendid opportunity for maintaining 
interest among staff members in the practice of scientific 
medicine. The discussions at such meetings tend to improve 
the standard of medicine in the hospital, foster research, and 
encourage the reporting of cases in medical journals. The 
small hospital admits the interesting case as well as the 
largest and most prominent hospital in the country. 

Since the record librarian in some hospitals may, and 
actually does take an active part in the preparation of the 
program for staff meetings and clinico-pathological confer- 
ences, we might profitably devote some time to the subject 
of preparing abstracts of records for presentation. 

The use of an outline for this purpose is most helpful, if 
not essential. However, the outline should not be followed 
slavishly. The case history to be abstracted should not be 
mutilated in order to conform with the outline, but rather, 
the outline should be flexible so that it can be adjusted to 
meet the needs of the individual case. Note, for example, the 
case here demonstrated which was abstracted by a medical 
student in the following manner: 

“Present illness: This patient came to the hospital to see 
about being employed as an elevator boy. The Sister who 
interviewed him had difficulty in understanding his speech 
and noticed that the right side of his face and mouth were 
swollen. Upon questioning he stated that he had had a sore 
mouth for two weeks and had not received any treatment. He 
was admitted into the house for study.” 

Obviously enough, the incident of his seeking employment 
as an elevator boy should not have been labeled the “present 
illness.” Furthermore, the purpose for admitting this patient, 
as well as that of any other patient was not primarily and 
solely for study. 

The outline should serve merely as a guide, and the follow- 
ing headings are offered as a suggestion. 

Chief Complaint; Present Illness; Past History; Family 
History; Physical Examination; Laboratory Data; Prelim- 
inary Diagnosis; Course in Hospital; Brief Review of Litera- 


ture (for the unusual case); Concluding Comments: a) 
Presentation of pathological specimens; 6) Post-mortem find- 
ings in the case of death. 

Additions and variations in the outline should be made in 
accordance with the individual case. General discussions fol- 
low each presentation. 

In preparing the abstract one should endeavor to make it 
interesting in order to hold the attention of the reader or 
listener. This can be done by presenting only relevant data 
and omitting non-essentials. Moreover, the arrangement 
should be simple, not complex and involved. When many 
items as temperature, pulse, respiration, blood counts, and 
the like are gathered together in paragraph form, the progress 
of the case is difficult to follow. Therefore, the data which is 
especially interesting in the particular case should be given 
some prominence. The classification and special arrangement 
of important topics brings them out in greater relief, as for 
example, the blood picture as portrayed in the case demon- 
strated could not be visualized clearly if the blood counts 
were scattered by inclusion with other data in the report of 
“Course in hospital.” 

Furthermore, in order to hold the attention better, it 
would be well to have mimeographed copies made, so that 
each member present can follow the case and visualize better 
the important items in the report. 

When an unusual case is presented, it will be of great in- 
terest to the staff to know how many cases, if any, of like 
kind have been previously admitted to the hospital. Moreover, 
a brief review of the medical literature on this subject will 
add much to the interest of the meeting. 

The concluding comments should not be attempted by the 
record librarian, because this is actually the function of a 
doctor. Ordinarily the best staff member to formulate this 
section of the report is the pathologist. In the case of death 
followed by autopsy, or when tissues or organs were removed 
at operation, the pathologist will have first-hand information. 
Furthermore, if the case to be discussed is one of mistaken 
diagnosis, and one in which complications have resulted, the 


pathologist is in a position to speak more freely, because he 





Progress Notes 
7-27-41 Gums still edematous and teeth 


are loose. 


8-1-41 Enlarged cervical lymph glands 
anterior and posteriorily. No other lymph- 
adenopathy. 

8-3-41 Large tender spleen and enlarged 
liver. Chest examination negative. A few 
cervical glands are slightly enlarged. 
8-5-41 Gums are bluish black with area 
of necrosis at gingival margins. Liver edge 
about 8 cm below costal margin. Spleen is 
easily palpable 

8-7-41 Liver very much enlarged, spleen 
not tender. 

8-8-41 Jaw less swollen but no apparent 
change in gums. 

8-9-41 Liver and spleen larger. Inferior 
and superior epigastric veins enlarged. 
Leucocytosis increasing (27,000). 

8-11-41 Complaining of abdominal pain 
when he lies on the left side. No enlarged 
lymph glands as yet, except the cervicals. 
8-12-41 Lungs clear, but general condi- 
tion about the same. 

8-13-41 (9 am.) cyanotic, coughing, 
palpable conchae felt over both lungs. 
Many course, moist, rales heard over both 
lung fields. Impressions: acute pulmonary 


3:05 p.m. expired. 
Clinical Diagnosis: 
Acute myeloid leukemia. Pulmonary edema 
due to circulatory disturbance. 
Review of Hospital Cases: 


COURSE IN HOSPITAL 
X-Ray 


7-31-41 Necrosis of gums on right side. 
Molar teeth show pronounced absorption. 
Examination of chest reveals accentuation 
of the hilus shadow with areas of infiltra- 
tion rounded in appearance throughout 
both lungs. The condition may be due to 
an acute pneumonic involvement from 
spirochetal infection. The appearance is 
unusual —the picture 
lymphoblastoma. Request another exam- 
ination. 


Re-examination of chest reveals a still 
further infiltration radiating outward from 
the hilus region into the lungs. There is 
considerable increase in the hilus shadow 
showing.a rounded nodular appearance, 
rather typical of lymphoblastoma. 
Examination of skull and femur shows no 
evidence of destructive areas in the bone. 
No indication of pathological process. 


Final Anatomical Diagnosis 

Primary myelosarcoma of the thymus. 
Metastasis to regional lymph nodes, peri- 
cardium, epicardium, pleura, lungs, gums, 
peritoneum, liver, kidney, spleen, adrenal, 
bone marrow and pancreas. 

No previous case recorded since the open- 
ing in 1924, 


is not unlike a- 


Miscellaneous 


Dental consult: Advise massage of gums 
with hydrogen peroxide and 8% zinc 
chloride. Do not think this is Vincent's 
stomatitis. 
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does not depend on the other statf members for referral of 
cases and the like. Now for the case report. 

Case No. 413976 J. C., White, male, age 16, admitted to 
the hospital July 21, 1941. 

Chief Complaints: Sore mouth. Swollen and tender gums. 

Present Illness: Began two weeks prior to admission. Has 
had no treatment for this trouble. 

Past History: Measles and chicken-pox in childhood. No 
other illness, and review of systems entirely negative. 

Family History: Thought to be irrelevant in this case. 

Physical Examination: General: Well developed, well 
nourished, apparently not in acute distress. Speech thick, 
slurred, difficult to understand. 

Mouth: Difficult to open. Lips swollen, gums dark bluish 
in color, necrotic at gingival margins, and covered with puru- 
lent exudate. No odor. Tongue swollen and furred. 

Neck: Enlarged cervical glands in anterior and posterior 
triangles, discrete, not tender. 

Laboratory Examinations: R.B.C. 3,850,000 (admission 
blood count) W.B.C. 6,400. Culture and smears from mouth 
showed hemolytic streptococcus and non-hemolytic staphylo- 
coccus aureus. 

Provisional Diagnosis: Acute gingivitis. Trench mouth. 
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Review of Literature 

Rogatz who reviewed the literature in 1939 found 326 
cases of malignant tumors of the thymus. The youngest in 
this series was two and one half months, and the oldest 
was 11 years. None of these cases were classified as a 
myelosarcoma.* 

In 1941 Hellwig reported a review of the literature and 
found 122 cases of lymphosarcoma of the thymus. The in- 
cidence in males was about double that of females. The 
eldest in this series was 86, and the youngest four and one 
half months. By far the largest number of tumors occurred 
before the age of 40, and many were in children.” 

Hellwig quotes Fabian and Sternberg. Fabian, he says, 
described a series of cases of large thymoma with leukemic 
blood picture. Leukemia with involvement of the thymus 
is recognized as an atypical variety. Sternberg, he says. 
established the term “leucosarcomatosis” and sharply sepa- 
rated it from the ordinary type of leukemia. 

At autopsy this patient showed a greyish tumor-like mass 
weighing 500 g. in the anterior upper mediastinu, occupying 
the region of the thymus. This was composed of early or 
incompletely differentiated myeloid cells, with a few remnants 
of thymic tissue. Similar undifferentiated myeloid cells in- 





1Rogatz, M.D., Julian L., ‘“Pleomorphus Cell Lymphosarcoma of the 
Thymus.” Report of a case in infant aged 24 months. The Journal of 
Pediatrics, 14:618-631, May, 1939. 

*Hellwig, M.D., C. Alexander, “Malignant Thymoma,” Surgery, Gynecology 
and Obstetrics, 73:851-863, December, 1941. 








filtrated the regional lymph nodes, pericardium, epicardium, 
pleura, lungs, gums, peritoneum, liver, kidney, spleen, 
adrenals, bone marrow and pancreas. The case was interpreted 
as a myelosarcoma originating in thymic remnants, metas- 
tasizing to the various other organs and tissues, and producing 
terminally the clinical picture of myeloid leukemia. 


Record Librarian’s Work 


No doubt to the average record librarian who generally 
finds more to do in one day than she can well accomplish 
in a week, the preparation of such case reports will not 
make a forceful appeal. The generality of record librarians 
want more time rather than more work. However, the time 
spent in preparing such abstracts will most likely be repaid 
with interest. How is this possible you may ask? Chiefly 
because it is by such means that the record librarian will 
indirectly achieve her objective, namely, greater scientific 
interest among the staff members. This means an awareness 
of the need of medical records worthy of the name “scientific 
documents.” 

The reason that such case reports improve records is 
mainly due to the fact that when a case is to be presented 
at the clinico-pathological meeting the medical history is 
subjected to a thorough examination. Even in those institu- 
tions noted for excellent case records, such investigation 
reveals many deficiencies in the case history. The study of 
the case may show that the progress record lacks important 
data; that some important test was made and properly 
recorded, but overlooked by the staff member. 

The mere mention of such inadequacies, in a spirit of 
constructive criticism, without bitterness or harshness, will 
be far more effective to improve the medical records in the 
institute, than the dry recital of “Number of Case History 
Deficiencies” on the part of the Chairman of the Record 
Committee; and moreover, will be far more cogent than 
a check list attached to a record indicating what the 
history lacks. 

Such case reports aid in making staff meetings and clinico- 
pathological conferences more interesting. They re-empha- 
size the value of recording the important facts of a case; 
the significance of various diagnostic measures in determining 
the specific disease are helpful in securing for the patient the 
best therapeutic care medical science can offer in the 
present day. 

Thus it is that a record librarian finds some remedies 
for the “ills of medical records.” Let us, therefore, do all in 
our power to maintain that peak of perfection for which 
we have striven in our departments. Under our present trying 
conditions this will not be an easy task, but surely we do not 
want to lose in a few months during this period of man- 
power shortages and especially physician shortages what has 
been so painstakingly accomplished over a long period 
of time. 





Nuns Acquire Estate. The Sisters of the Holy Cross of 
Holy Cross, Ind., are the recipients of the property of the 
late Mr. Charles S. Corby, which covers a 150-acre tract along 
the Rockville Pike at Garret Park, Md., in the Capitol’s 
suburb. Title to the property was taken in the names of two 
corporations: one portion of the tract, embracing the mansion 
and approximately 80 acres, was taken in the name of St. 
Mary’s Academy of Indiana, and will be the site of a girls’ 
school. The other portion of the tract was taken in the name 
of Holy Cross Hospital, Inc., a new corporation, and will be 
the site of a general hospital and, possibly, a school of nursing. 
Both units will be developed after the war. These Sisters also 
conduct in Washington, Dunbarton College, Academy of the 
Holy Cross, and St. Cecilia’s Academy; throughout the coun- 
try they conduct about 150 schools. 
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SIXTEEN INTERNS SOUGHT 


The Hospital for Joint Diseases, 1919 
Madison Avenue, New York 35, N. Y., is 
seeking applicants to fill 16 places on the 
general rotating service: for nine months’ 
internship; one half of the number ap- 
pointed may then be permitted to con- 
tinue for another nine months as junior 
residents; and thereafter, one half of the 
number of junior residents may be con- 
tinued for another nine months as senior 
residents, in accordance with the Alloca- 
tion Plan of the Procurement and Assign- 
ment Service. Three interns are to begin 
April 1, 1944; four, July 1, 1944; four, 
October 1, 1944; and five, January 1, 1945. 
The medical and surgical services include 
surgery, urology, proctology, gynecology, 
obstetrics, ophthalmology, otolaryngology, 
orthopedic surgery, .neuro-surgery, medi- 
cine, pediatrics, neuro-psychiatry, derma- 
tology, pathology, chemistry, bacteriology, 
radiology, and physical therapy. 

Graduating students and graduates of 
Class A medical schools are eligible. Upon 
completion of the internship, interns are 
eligible for appointment as residents in 
orthopedic surgery. Appointments will be 
made at once, upon receipt of the appli- 
cant’s credentials and qualifications. Appli- 
cations should be addressed to the director 
of the hospital. 


Colorado 

Nuns Take Home Nursing. The Sisters 
of Charity of Cathedral Convent, Denver, 
have been taking the Red Cross home 
nursing course so that they may know 
how to take care of themselves and others 
in the war emergency. They have learned 
such practical things as making a croup 
tent out of a card table, paper funnel, and 
steam kettle. Their instructor, Mrs. Frank- 
lin Keyser, is a graduate of Mercy Hos- 
pital School of Nursing at Denver. 


Connecticut 


Cornerstones Laid. The cornerstones for 
the new additions to St. Vincent’s Hospi- 
tal and School of Nursing in Bridgeport 
recently were laid by His Excellency, Most 
Rev. Henry J. O’Brien, auxiliary bishop 
of Hartford. Plans for the enlargements 
provide an addition to the hospital which 
will increase the patient capacity to 476 
and quarters for nurses proportionately. 
More than a million dollars were raised 
early this year, in a community-wide 
campaign, to finance necessary expansion 
of St. Vincent’s and Bridgeport Hospitals; 
grants from the government, through the 
FWA, have been promised in the amount 
of $1,250,000. 


Illinois 

The Alexian. The October-November 
issue of The Alexian commemorates the 
forty-seventh anniversary of the laying of 
the cornerstone of the Alexian Brothers’ 
Hospital at Chicago, October 4. 

“Around the Hospital” column intro- 
duces Brother Donald, R.N., as a registered 
X-ray technician, having passed his exami- 
nations last July and having been certified 
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by the registry board of the American 
Society of X-Ray Technicians. 

Sister Dies. One of the oldest and best 
known members of the Community of the 
Little Company of Mary of Chicago, Sis- 
ter Mary Stanislaus, passed away at Albu- 
querque, N. Mex., where she had been a 
patient for the past three years at St. 
Joseph’s Sanatorium. She was born in 
Ireland and entered her order in England 
in 1898. In 1900 she was assigned to Chi- 
cago where, for nearly 20 years, she cared 
for the sick in their own homes until ill- 
ness forced her to retire from active 
nursing. 

All Volunteer for Service. When the 24 
seniors of St. Therese’s Hospital School of 
Nursing, Waukegan, received their diplomas 
recently, all of them volunteered for service 
in the American Red Cross nursing unit. 
At present, 17 alumnae are serving in this 
country and abroad. 

Nurses Sign Up. All of the preliminary 
students of Mother Cabrini Memorial Hos- 
pital School of Nursing, Chicago, have 
signed up in the U. S. Cadet Nurse Corps, 
and another instructor has been secured 
to help under the accelerated-teaching pro- 
gram. Another of the school’s alumnae has 
recently joined the Navy Nurse Corps and 
is stationed at Treasure Island, Calif.; and 
another has joined the Army Nurse Corps, 
stationed at Camp McCoy, Wis. 

Mrs. Frances O’Shea, R.N., a floor super- 
visor, and Miss Ann Scaro, R.N., repre- 
sented Mother Cabrini Hospital at the 
Illinois State Nurses’ Association conven- 
tion at Springfield, October 20 and 21. 

Plans are being made to staff the ob- 
stetrical floor with graduate nurses and 
have student nurses work there for a 
shorter period. This will allow the hospital 
more help and the students more experi- 
ence in medical and surgical services, all 
of which must be shortened because of the 
accelerated school program. 


Towa 


Sister M. Paul Muir, O.S.B., is attend- 
ing Briar Cliff College where she is work- 
ing for her academic degree for science 
instruction. Miss Alice Rooney, a grad- 
uate of St. Vincent’s College and a former 
public health nurse for Sioux City and 
Woodbury County, has accepted a position 
with the War Manpower Commission as 
production and assignment director for the 
recruiting of nurses throughout the United 
States. She received her advanced educa- 
tion in public health nursing at the Uni- 
versity of ‘Minnesota. Just prior to her 
new position she was assistant state direc- 
tor of public health nursing in Michigan. 
During the past few years she has written 
several articles on health. 

Five young women took part in the in- 
vestiture and profession ceremonies of the 
Sisters of St. Benedict, held in the chapel 
of St. Vincent’s Hospital with Bishop Ed- 
mund Heelan of Sioux City officiating. 
Very Rev. Francis J. Fridel, S.M., presi- 
dent of Trinity College, delivered the 
festal address and the hospital chaplain 
was the master of ceremonies. One stu- 
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dent nurse, Miss Maxine Quinn, entered 
the postulancy and two other student 
nurses, Misses Wilma Fili and Florence 
Stodden entered the novitiate as Sisters 
Mary Rita and Rose Marie respectively ; 
Sisters Mary Helen Goebel and Mary 
Catherine Ivey pronounced temporary 
vows. 


Kansas 

City May Get Hospital. The city of 
Marion may eventually get a Catholic hos- 
pital, according to plans that are develop- 
ing out of a movement which began two 
years ago when a lay committee met with 
Bishop Winkelman of the Diocese of 
Wichita to discuss the possibility of such 
an institution. Since that time the diocese 
has acquired lots in the northeast part of 
town on which the building could be 
erected; a tender of funds has been made 
to assist in the establishment of such an 
institution; and the Bishop has obtained 
from the Sisters of the Most Precious 
Blood, whose provincial house is in 
Wichita, an offer to staff a hospital of 50 
to 60 beds, and to assist in the erection of 
such a hospital in cooperation with a com- 
mittee of citizens. 


Louisiana 

Sixtieth Anniversary. Sister M. Stanis- 
laus, of the Daughters of Charity of St. 
Vincent de Paul, has celebrated the six- 
tieth anniversary of her laboring in Char- 
ity Hospital at New Orleans. Sister Stanis- 
laus, who will be 77 on Christmas Eve, 
entered the convent when she was 16 and 
was missioned to Charity Hospital a year 
later. Here, her services have been nurse, 
director of nurses, and later, as at present, 
director of the nursing, dietetic, and house- 
keeping departments in the hospital. Her 
labors were recognized by Loyola Univer- 
sity of the South when, at its summer- 
school commencement in 1936, it con- 
ferred on her the honorary degree of doc- 
tor of science. 

Mother and Daughters Enrolled. A 
mother and her four daughters are all 
members of one of the nurses’ aides classes 
held at Charity Hospital, New Orleans. 
The mother is Mrs. E. G. Rivet. The 
family are members of Our Lady of the 
Holy Rosary Parish. 


Massachusetts 

Nurses’ Guild Meets. The Guild of St. 
Radegonde for Nurses, of Boston, had as 
its guest speaker at its opening meeting, 
Rev. Carol L. Bernhardt, S.J., of Weston 
and Boston Colleges. His subject was “The 
Philosophy of Laughter.” The meeting was 
held in the auditorium of Boston College 
High School. 

Michigan 

New Committee Formed. At a meeting 
held at Mackinac Island some months ago, 
Michigan’s hospital, medical, and service 
plan leaders organized a permanent joint 
committee to deal with matters of mutual 
interest. The Michigan Hospital Associa- 
tion and the Michigan State Medical So- 

(Continued on page 26A) 
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ciety are each represented by three com- 
mittee members, and the Michigan Hospi- 
tal Service and the Michigan Medical 
Service are each represented by two com- 
mittee members. The committee is believed 
to be the first of its kind. 

Buy Building Site. The Sisters of St. 
Joseph of Nazareth, Mich., on the feast 
of All Saints, announced the property 
transfer and proposed erection of a new, 
modernly equipped hospital on Detroit’s 
east side. Construction work will begin as 
soon as government regulations permit. 
The Sisters operate hospitals at Kalamazoo, 
Flint, and Monroe. It is the aim of the 
Sisters in this hospital to assist in the hos- 
pitalization of servicemen as well as to 
care for civilians. 


Minnesota 


State University Leads. The School of 
Nursing at the University of Minnesota, 


with 652 cadet nurses, has the largest en- 
rollment of all the nation’s schools in the 
U. S. Cadet Nurse Corps. This figure rep- 
resents 84 per cent of the total basic cur- 
riculum enrollment. Ninety per cent of the 
fall record-breaking class of 273 new stu- 
dents are cadet nurses; this pre-clinical 
class is nearly three times as large as the 
pre-Pearl Harbor average and 60 per cent 
higher than the 1942 enrollment. One 
hundred and 52 of the total enrollment 
of the school are affiliated students who get 
their clinical experience in 14 cooperating 
schools, 11 in Minnesota and 3 in other 
states. 

Made Red Cross Reserves. Members of 
the senior class of St. Cloud Hospital 
School of Nursing, St. Cloud, were made 
Red Cross student reserves at a recent 
ceremony held in the hospital. 

Missouri 

Prominent Catholic Elected. At St. 
Louis, the local Blue Cross Plan recently 
announced the election of Mr. Oliver L. 
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Parks as a trustee of Group Hospital 
Service, representing the public at large 
with four other trustees. A prominent 
Catholic, Mr. Parks is president of Parks 
Air College whose staff has grown from 
five, 17 years ago, to its present size of 
1500 located at five schools. He has been 
interested in providing good hospital care 
for his employees and students for a long 
time, and in 1938 enrolled his entire per- 
sonnel of instructors, mechanics, and stu- 
dents in the Blue Cross Plan. 

Reports on Service Men’s Health. Brig.- 
Gen. Percy J. Carroll, chief surgeon of the 
U. S. Army service of supply in the South- 
west Pacific area, has written to St. Louis 
University, where he was graduated in 1914 
and later taught for five years, that Gen. 
MacArthur’s men in Australia are as 
healthy as they would be at home and 
that their health rate is improving. 

Gen. Carroll is in charge of all hospital- 
ization and evacuation of Army personnel 
in Australia and New Guinea and also 
sets general health policies for the entire 
theater. He and his assistants developed 
the portable surgical hospital that is flown 
to the front and set up as near as possible 
to the actual fighting. Once, one was op- 
erated within 300 yards from the enemy 
while its four officers and 33 men worked 
to save the lives of men who were too 
badly wounded to be evacuated. Another 
innovation is a special mobile truck hos- 
pital, a complete unit equipped with 
X-ray, refrigeration, laboratory, and 
laundry operating under its own power 
plant, all carried on ten trucks. 

Medical Graduates Make Retreat. Out 
of the recent second wartime commence- 
ment class of St. Louis University School 
of Medicine, 40 graduates made a retreat 
on their own initiative. Following their 
examinations, they retired to the Jesuit 
Novitiate in Florissant, where their dean, 
Father Alphonse Schwitalla, acted as re- 
treat master. 

Jubilarian Reminisces. According to a 
research made by Rev. Laurence J. Kenny, 
S.J., of St. Louis University, who recently 
observed his sixtieth anniversary as a reli- 
gious, the. first medical diploma issued west 
of the Mississippi River was granted by 
St. Louis University. The diploma was 
issued to Benjamin B. Brown on August 
7, 1839. and signed by Rev. George A. 
Carrell, S.J., secretary of the university 
and later bishop of Covington. 


Montana 

Ready to Open. About the feast of the 
Immaculate Conception, the new building 
at St. James’ Hospital at Butte should be 
ready for occupancy, under the care of 
the Sisters of Charity of Leavenworth. 
There has been renovation, too, of the 
original building erected in 1881. 


Nebraska 

Omaha Gets Rare Device. A rare de- 
vice known as the Berman locator, which 
is used for finding metallic fragments that 
have become imbedded in human tissues, 
has been installed at St. Joseph’s Hospital 
in Omaha for Union Pacific Railway cases 
and for general emergency use. The ma- 
chine, which looks like a portable radio 
and weighs only 20 pounds, was brought 
to Omaha by its inventor, Mr. Samuel 
Berman of New York, and was presented 
by the railroad company through its presi- 
dent, Mr. W. M. Jeers, to Dr. Adolph 
Sachs, medical director of the railroad 
as an addition to the Union Pacific sec- 
tion in the hospital. 

The sensitive probe is used to locate the 
foreign body accurately and quickly with- 

(Continued on page 28A) 
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in the incision. It can be transported easily 
anywhere and can be used as soon as it 
is plugged into a wall socket. Because Dr. 
John J. Moorhead, surgeon of New York 
for whom Berman first developed his in- 
vention, had this device in Hawaii at the 
time of the Japanese attack, more than a 
score of lives were saved partly because 
of its use. 


New Hampshire 
Graduation and Enrollment. On August 
15 graduation exercises for the 13 seniors 
of Notre Dame de Lourdes Hospital 
School of Nursing, Manchester, were held 
in St. Marie’s Church. The sermon was 


preached by Rev. Wilfrid Chartier, D.D., 
of St. Marie’s. On September 1 a new class 
of nine students began their studies and a 
second group will enter as soon as a newly 
acquired cottage is remodeled. Forty-three 
of the 50 students in the school have sig- 
nified that they will join the U. S. Cadet 
Nurse Corps when the school receives its 
approval from Washington. 

Sister M. Gagné, R.N., superintendent 
of the hospital since 1939, passed away 
suddenly on August 27 following an attack 
of angina. She had founded the school in 
1911 and had been its director until 1927, 
when she was named superior of St. Louis’ 
Hospital in Berlin, N. H. From 1933 to 
1939 she was assistant to the mother gen- 
eral at St. Hyacinthe’s in Quebec. Sister 
Gagne’s successor is Sister M. Lafleur, 
R.N., who has been director of St. Marie’s 
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1 Application of the Zimmer Reduction-Reten- 
tion Apparatus to a fracture of the tibia with 
shortening and lateral displacement. 


@ CLINICAL USE of the Zimmer 
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demonstrated its value in reducing and 
retaining the fragments in position dur- 
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the use of plaster casts, extra exten- 
sion apparatus, frames and fracture 
table; allows the free use of the joints, 
permits the patient to become ambula- 
tory and enhances circulation. Its ad- 
justability provides for impaction with- 
out danger of fragment disalignment, 
and is also valuable for bone-lengthen- 
ing. It permits later adjustments if 
necessary without inconvenience to the 
surgeon or patient. 
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complete Zimmer catalog. 

















2 The reduction is accomplished by manipulat- 
ing the nuts on threaded rod to maintain exten- 
sion, and lateral displacement is corrected by 
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moved after the ball and socket joints have been 
made very tight. 
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Hospital School of Nursing in Lewiston, 
Me. 


New Mexico 

Take Charge of Free Clinic. At the in- 
vitation of Archbishop Edwin V. Byrne of 
Santa Fe, two Medical Mission Sisters of 
Fox Chase, Philadelphia, have gone to 
Santa Fe to take charge of the archbishop’s 
Free Clinic. They intend later to engage 
in maternity and child welfare work in 
Santa Fe as had been planned by the late 
Archbishop Gerken and now endorsed by 
the present archbishop. The two pioneering 
Sisters are Sister Mary Helen Herb, R.N., 
of Navarino, Wis., a graduate of Deaconess 
Hospital at Buffalo and for ten years en- 
gaged in maternity and child welfare work 
and training of Indian nurses in India; 
and Sister Mary Theophane Shoemaker, 
R.N., B.S., of Henshaw, Ky., a graduate 
of the Providence Division of the Catholic 
University School of Nursing Education 
at Washington, D. C 


New York 


Plastic Surgeons Meet. The American 
Otorhinologic Society for the Advancement 
of Plastic and Reconstructive Surgery, 
Inc., held its first annual meeting on No- 
vember 12 in the morning and evening 
(clinic and business meeting) at Manhat- 
tan General Hospital in New York City, 
and its evening meeting (scientific session) 
at the Academy of Medicine in New York 
City. This new Society has been organized 
“for the purpose of spreading education 
among the professions generally regarding 
techniques relating to the heretofore more 
or less secret art of plastic surgery.” Dr. 
Romeo Luongo, president of the Society, 
declared at the meeting that when many 
men in military service return after the 
war “with disfiguring scars about the 
head and neck, it is our duty to have 
ready as many specially trained surgeons 
as possible throughout the country so that 
they will be able to give these boys a 
new lease on life and a better outlook on 
society.” 

Dr. Samuel Fomon, who was in charge 
of the three-hour clinic, pointed out that 
opportunities existed to gain proficiency in 
all techniques except those pertaining to 
plastic surgery. Resistance to the purposes 
of the Society may be encountered, direc- 
tors of hospital surgical departments may 
oppose making further subdivisions in their 
quarters, and established plastic surgeons 
may shortsightedly feel that their specialty 
is encroached upon; but all this opposi- 
tion, Dr. Fomon declared, must give way 
when it is realized how extensive are the 
added benefits to patients when ear, nose, 
and throat specialists combine their skill 
with plastic procedures. 

Officers of the Society, which is com- 
posed entirely of doctors who have been 
recognized as specialists by the American 
Board of Otolaryngology, are: president, 
Dr. Romeo Luongo of Philadelphia; vice- 
president, Dr. Morris S. Bender of New 
York City; secretary, Dr. Jacob Daley, 
104 East 40th St., New York 16, N. Y.; 
and treasurer, Dr. Nathan Settel of New 
York City. The board of directors is com- 
posed of ten doctors. 

Campaign for Cadet Nurses. To interest 
girls in Catholic high schools in joining 
the U. S. Cadet Nurse Corps, speakers 
have addressed assemblies of students 
throughout the Diocese of Brooklyn. The 
hospital institutions also have conducted 
open house at their schools and tours 
through their hospitals. 

Sisters Serve in Military Hospital. 
Three Sisters of the Order of the Marianite 


(Continued on page 30A) 
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mometers and wiping instruments. Tonsil and 
adenoid patients use them constantly and they’re 
a help to ether patients . . . in fact, both nurses 
and patients find a lot of uses for economical 
Celluwipes. 

You know about their clean softness and ab- 
sorbency . . . how the exclusive interfold packing 
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others in the box. 
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Sisters of Holy Cross of French Hospital, 
New York City, have been transferred to 
San Antonio, Tex., where they are tend- 
ing the injured and sick at the military 
hospital at Camp Normoyle. The Sisters, 
all natives of Ireland, are Sisters Enda, 
Celine, and Bridget. As far as is known 
they are the first Sisters to serve in a U. S. 
military hospital in this war. They re- 
ceived special permission to be Army 
nurses from Archbishop Spellman, military 
vicar for the U. S. armed forces, and from 
Archbishop Lucey of San Antonio. 

The Sisters entered their religious order 
in France in 1927 and, upon completion 
of their training there, came to New York 
in 1929 and entered the French Hospital 


School of Nursing. They were graduated 

in 1931 and since then have been medical 
at surgical supervisors at the hospital. 
The hospital is owned by the French 
Benevolent Society but is managed by this 
religious group. The nursing nuns of the 
Holy Cross Order did outstanding work 
during the Civil War. 

New Novice and Professed Sister. The 
Nursing Sisters of the Sick Poor at Rock- 
ville Centre, at the close of an eight-days 
retreat, held profession and reception cere- 
monies for one newly professed Sister and 
one new novice. 

CYO Aids Recruiting of Nurses. The 
Catholic Youth Organization of Bronx, 
New York City, through its Vocational 
Guide and Placement Service, has been as- 
sisting in recruiting student nurses to help 


the war effort. It has been eb Cutiating an 
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occupational chart on nursing to all the 
local schools and libraries. Also, the psy- 
chological division under the direction of 
Dr. Joseph F. Kubis, professor of psy- 
chology at Fordham Graduate School, has 
ben administering aptitude tests to inter- 
ested applicants. 


North Dakota 


Seek Hospital. A move is on at Towner 
to establish a hospital there with Catholic 
Sisters in charge as owners and operators 
of the institution. If the project should 
materialize, no constructive work will be 
started till after the war. A committee of 
five, including a priest and a doctor, are 
investigating the proposition. 

Ohio 

Look for Quinine Substitute. A group 
of scientists from the Institutum Divi 
Thomae at Cincinnati have been searching 
the interior of Florida for plants from 
which natural substitutes for quinine can 
be obtained for the production of medi- 
cines. They have been led by Dr. George 
Speri Sperti, co-founder of the Institutum, 
and Dr. Alfred Lonsing, plant authority. 
Another expedition is being planned for 
early next year. 

New Clinical. Supervisor. Miss Cecilia 
Zitson has been appointed clinical super- 
visor at St. Alexis’ Hospital School of 
Nursing, Cleveland, from which school 
she received her nurse’s degree in 1943. 
She holds an A.B. degree and teacher’s 
certificate from Ursuline College, 1940. 
Miss Zitson replaces Ensign Ann Jessih 
who is stationed in Seattle, Wash. 

All Sisters Remain. At the mother- 
house of the Sisters of Charity at Mount 
St. Joseph, word was received that none 
of their Sisters who have been on missions 
in hospitals and schools in China availed 
herself of the opportunity to return to 
the United States in the last trip of the 
exchange ship. All are remaining volun- 
tarily in Shanghai to work among the sick 
who are interned there by the Japanese. 


Oklahoma 


Bishop Lauded. On the recent occa- 
sion of his golden jubilee as a priest, His 
Excellency, Bishop Francis C. Kelley of 
Oklahoma City and Tulsa was tendered 
special congratulations by the Catholic 
hospitals of his diocese for his direction 
and support. “Never satisfied with the 
obsolete, artificial, or inadequate, and in- 
terested in all the latest discoveries and 
inventions of science pertaining to medi- 
cine, hospitals, and the nursing profession, 
he bas encouraged the Sisters engaged in 
hospital work to maintain the highest pos- 
sible standards in efficiency, equipment, 
and nursing skill and to neglect no means 
suggested by scientific study or Christian 
charity for the spiritual or physical wel- 
fare of the patients entrusted to their care. 

“Being a missionary par excellence, our 
bishop realizes the potentialities of the 
Catholic hospital as a christianizing influ- 
ence through the ministrations of the nurs- 
ing Sisterhoods and their coworkers, the 
nursing personnel, and has therefore given 
his fullest cooperation and shown a keen, 
intelligent interest in all that pertains to 
the education of nurses, which he considers 
with the same judgment, sagacity, and 
discrimination afforded other branches of 
education.” 


Pennsylvania 
Local Organizations Contribute Scholar- 
ships. A group of local organizations have 
supplied full scholarships to six of the 16 
new U. S. cadet nurses at Providence Hos- 
pital School. of Nursing, Beaver Falls. 


(Continued on page 33A) 
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They are the College Women’s Union 
(two scholarships), Women of the Moose, 
Ladies’ Catholic Benevolent Association, 
the Sons of Italy Lodges, and the Profes- 
sional and Business Women’s Club. Four 
more also have been offered and are being 
reserved till next year. 

Plan New Structure. A drive for funds 
will help to build a new $400,000 hospital 
structure at McKees Rock where the Sis- 
ters of the Holy Family of Nazareth 
manage. Ohio Valley General Hospital, 
owned by a lay board of directors. 

New Home Blessed. The new home for 
the nurses of Fitzgerald-Mercy Hospital, 
Darby, was blessed recently by Cardinal 
Dougherty. Formerly a private residence, 
the building was purchased and remodeled 
by the Federal Works Administration with 
funds made available under the Lanham 
Act, then leased by the FWA to the hos- 
pital. It has been furnished and equipped 
by the hospital and contains laboratories 
and other rooms on the first floor and 
sleeping rooms for student and graduate 
nurses on the second and third floors. 

New Novitiate and Motherhouse. A 
new novitiate and motherhouse for the 
Little Sisters of the Assumption, Nursing 
Sisters of the Poor in their homes, has 
been blessed at Germantown by Cardinal 
Dougherty. This order of nuns was 
founded in 1865 by Rev. Etienne Pernet, 
a member of the Congregation of the 
Augustinian Fathers of the Assumption, 
who saw that the poor were falling away 
from the Church because of their extreme 
neglect and suffering. 

One Hundredth Anniversary. The Con- 
gregation of the Sisters of Mercy will 
commemorate the first centennial of their 
establishment in the United States on De- 
cember 21. This date also marks the one 
hundredth anniversary of the Sisters in 
Pittsburgh; there they will celebrate in a 
very special way their act of thanksgiving 
to God for His signal graces to their Com- 
munities all over the United States. 


South Dakota 

The Presentation Nurse. The October 
and November issues of The Presentation 
Nurse, published by the Presentation 
School of Nursing at Aberdeen, pay honor 
to the 74 preclinical students who received 
their nurse’s cap at the central school at 
Aberdeen on November 11, and to the 
100 pre-cadet students who entered this 
school on December 6. The Presentation 
Sisters are in charge of this school and 
the four coordinating hospitals at Aber- 
deen, Sioux Falls, Mitchell, and Miles 
City (Mont.). On November 30 the newly 
capped students each returned to their 
“home” hospital units to get their clinical 
experience. 

The semi-annual crippled children’s 
clinics were held again at St. Joseph’s 
Hospital, Mitchell, and St. Luke’s Hos- 
pital, Aberdeen. The nurses and personnel 
of Holy Rosary Hospital at Miles City 
had their second opportunity in five years 
to assist the injured in a railroad wreck; 
the last accident occurred on October 14 
and resulted in 70 bed patients, 150 minor 
injury cases, and approximately 150 other 
persons who were in the accident and were 
examined for injuries. The students of the 
McKennan Unit at Sioux Falls are help- 
ing out at the well-baby clinic (held each 
Thursday afternoon) and the immuniza- 
tion clinic (held Saturday mornings) in 
the city hall. One student assists at each 
clinic weekly. 

New Hospital Opened. The new $100,- 
000, 30-bed Catholic hospital at Hoven is 
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now open to patients. It is a two-story, 
concrete and steel structure furnished with 
the very latest equipment. 


Washington 

Golden Jubilee of Hospital. St. Igna- 
tius’ Hospital at Colfax observed its gold- 
en jubilee on December 2 and 3. It was 
founded in 1893 by the Sisters of Charity 
of Providence and has been in their care 
all these years. Its 60 beds have held 37,- 
029 patients, and 2674 babies have been 
born in its nursery department. 

Sisters Open Hospital. The Sisters of 
St. Joseph have opened the Longview 
Memotial Hospital at Longview, which 
they purchased several months ago and 
had remodeled and renamed St. John’s 


. 





Hospital. They operate two other hospitals 
in Washington, at Bellingham and Wen- 
atchee. On December 9, Rt. Rev. Msgr. 
John F. Gallagher, vicar-general, officiated 
at solemn dedication ceremonies, and on 
the preceding Sunday more than 2000 
persons attended open house conducted by 
the new St. John’s Hospital Guild. 

Nurses’ Aides Honored. More than 50 
nurses’ aides who have been working in 
St. Elizabeth’s Hospital, Yakima, were 
honored at a tea given by the hospital 
Sisters in the nurses’ lounge. 


Wisconsin 
Eight More in Service. Eight graduates 
of 1943 of St. Agnes’ Hospital School of 
(Concluded on page 36A) ; 


Will your community 


be ready for this? 


This is a picture of what can happen 
right after the war. Jobs for returned 
soldiers. Jobs for workers returning 
from war plants. Business for com- 
panies, large and small in your 


home town. 


IF—HOSPITAL PLANS ARE MADE NOW 


Whether Victory is months or years 
ahead, the way to be swre that your 
community will have postwar jobs 
ready is to get building plans for 


your new hospital under way at once. 





There is so much to do. Decisions 
to be made on building design. 
Equipment to choose. Legal matters 
to settle. Financial arrangements to 
make. It all takes time—and men 
back from the front don’t want to 
sit and wait while the details are 
worked out. 

Everyone in your community will 
benefit if you will insure postwar 
jobs by sound pre-victory planning. 
We suggest that you discuss it with 


your hospital authorities now. 


DETROIT STEEL PRODUCTS COMPANY 
Now Chiefly Engaged in War Goods Manufacture 
Dept. HP-12, 2266 East Grand Blvd., Detroit 11, Mich. 
Pacific Coast Plant, Oakland, California 


CHCSTIU svocrss 


START AN ARCHITECT 


ON A PLAN 





WINDOWS - DOORS - ROOF DECK - FLOOR DECK - METAL SIDING AND OTHER BUILDING PRODUCTS 
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TECHNIC of handling sutures 


in the operating room 





Important to the surgeon is the care with 


which sutures are handled and prepared for 






his use. A few simple steps assure that the 






Ethicon Suture he relies upon when he 






buries it in his patient’s tissues will have the 






same dependable qualities of the tested su- 







ture sealed within the tube. Illustrated on 





this page are practical methods which are @ Some surgeons and nurses prefer to thread a curved 
needle from the inside, in the belief that it prevents suture 
from slipping. When a suture slips, it may be damaged 
of the strand. and may have to be rethreaded, causing loss of time and 
material. 





generally followed to protect the integrity 









a i cs la 








@ Before tube is opened, reel is shaken into one end. @ Orthodox position of needle in needle holder, permit- 
This position keeps suture away from broken glass edges, ting full bite into tissue. Grasping needle away from eye 
which might easily scrape and damage the suture. prevents possibility of crushing suture and eye of needle. 










@ Sterile sponge and moist towel technic for protection @ In holding a suture, care is taken not to apply hemo- 
and convenience while sutures await threading to various stat or crushing forceps to any portion of suture to be lefi 
needles required by surgeon as the operation progresses. in situ, eliminating possibility of leaving damaged suture 





in tissue. 











U N I BE oO R M ] T Y (@) F U.S.P. Required Strength on Knot-Pull 
TENSILE STRENGTH Shices Won Selible, Poin 


This chart gives an example of how uni- 
formly Ethicon Surgical Gut exceeds 
U.S.P. requirements. The chart shows 
averages on knot-pull breaks on samples 
from lots, numbering hundreds of thou- 
sands of individual tubes, released by the Ethicén Beilable, Med. Chromic 

J & J Laboratories. < . = 





Ethicon Boilable, Plain 








Ethicon Non-Boilable, Med. Chromic 


























UNIFORMITY 
oO F G A U G £ HAND-POLISHED SURGICAL GUT SUTURE 
Meeting U.S.P. Requirements 

Johnson & Johnson’s exclusive Tru- Size 1, charted by the photoelectric microgauge, shows 
Gauging Process gives uniformity of diameter irregularities along entire length of strand. 


gauge as well as greater uniformity of 








tensile strength. The graphs at right, made 








on a photoelectric microgauge, show that 
a hand-polished suture meeting U.S.P. 








requirements may vary in diameter more 


han 6 times as much as an Ethi 
Se © tao aa a ae Blin ETHICON TRU-GAUGED SURGICAL GUT SUTURE 


Size 1, charted in same manner by the microgauge, shows 
gauge uniformity resulting from Tru-Gauging Process. 
This gauge-uniformity gives greater uniformity of strength 
by eliminating “low spots” that cause weakness. 


Suture. 














TRU-CHROMICIZING . 
Tru-Chromicizing (exclusive with Ethicon 
Sutures) resists premature absorption. 
Many sutures are chromicized merely on 
the surface. Note the even distribution of 
chrome throughout the Ethicon Suture 


cross section. 











KNOT 








Have You a Copy of This Book? 


* 


(Concluded from page 33A) 


Nursing, Fond du Lac, have gone into 
the armed services. The school has 65 
older graduates in service, too; 20 of them 
are in foreign countries. 

Plaque Honors Service Nurses. A plaque 
is hanging in the graduate nurses’ dining 
room at Holy Family Hospital, Mani- 
towoc, honoring the 24 graduates who are 
Army nurses and the one graduate who 
is a Navy nurse. The plaque was presented 
to the school by the Alumnae Association. 
Most of these nurses are in service over- 
seas. 

Pool Hospital Beds. The Milwaukee 
Hospital Council has devised a system that 
helps to meet the problem of insufficient 
bed capacity in local hospitals at a time 
of emergency. The hospitals call the Phy- 
sicians’ Service Bureau at 8 a.m. and 7 
p.m. daily to report any unoccupied beds, 
and their classification. The bureau in 
turn assigns requests that come in to the 
most convenient hospital offering bed 
space. “Only acute emergency cases are 
to be accepted under this pooled space 
plan,” pointed out Mr. Joseph G. Norby, 
superintendent of Columbia Hospital and 
chairman of this pool committee. Others 
who worked with Mr. Norby to form 
this clearing house are Sister M. Berna- 
dette of St. Anthony’s Hospital, chairman 
of the Milwaukee Hospital Council, and 
Rev. H. L. Fritschel, retired director of 
Milwaukee Hospital. 

Annual A.H.S. Meeting. At the annual 
meeting of the Wisconsin Associated Hos- 
pital Service (Blue Cross Plan), held at 
the Pfister Hotel in Milwaukee, October 
26, the following figures were revealed: 
49,404 new members in 1943, nine new 
hospitals added to the plan in 1943, and 
benefits totaling $871,479.14 paid so far 
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Now Available 


© The Linde Oxygen Therapy Handbook has been completely 
revised. It presents, concisely, information on the technical 
phases of oxygen therapy, and it describes the latest types of 
equipment and the current techniques for administering oxygen. 


You can obtain a copy from Linde, without charge, upon request. 


BUY UNITED STATES WAR BONDS AND STAMPS 


THE LINDE AIR PRODUCTS COMPANY 
Unit of Union Carbide and Carbon Corporation 
30 E. 42nd St., New York 17,N. Y. [gg Offices in Other Principal Cities 
In Canada: Dominion Oxygen Company, Limited, Toronto 


LINDE 


OAYGEN.. U.S, 


The trade-mark “Linde” distinguishes products of The Linde Air Products Company. 





in 1943 for 68,672 patient days. Assets 
had grown $159,402.91 during the year, 
bringing the total to $366,621.17. More 
than $211,000 has been changed into gov- 
ernment bonds. All board members were 
re-elected and two new ones have been 
added: Sister M. Fridoline of St. Francis’ 
Hospital at La Crosse and Dr. B. F. 
Sazama of St. Joseph’s Hospital at Chip- 
pewa Falls. The Blue Cross Plan in Wis- 
consin is three and a half years old. 


Canada 


News From St. Paul’s. Sister Rose Vin- 
cent, superior of St. Paul’s Hospital, Sas- 
katoon, Sask., has been transferred to St. 
Albert, Alta., where she has been made 
superior of Youville Convent. She has 
been replaced at St. Paul’s by Sister 
Loretta Mansfield, former director of 
nurses at Holy Cross Hospital, Calgary, 
Alta. The superintendent of the school of 
nursing, Sister Lucienne Lapierre, has been 
transferred to Holy Cross Hospital at 
Calgary, and has been replaced by Sister 
A. Ste. Croix who was the former super- 
visor in obstetrics at Edmonton General 
Hospital. 

Two closed retreats for the student 
nurses and three days of recollection for 
the Sisters were conducted by Rev. 
Richard L. Rooney, S.J., of Boston, Mass. 

A clinic for anterior poliomyelitis has 
been opened at St. Paul’s Hospital, spon- 
sored by the provincial government. The 
Kenny treatment is being used. Two pub- 
lic health nurses, one Sister supervisor 
with a lay assistant, two physiotherapists, 
and a body of student nurses comprise 
the active personnel of the clinic. Dr. Hart 
was appointed consultant by the deputy 
minister of health. Cases that have been 
admitted have come from various isolated 
areas in northern Saskatchewan. 

Mental Hospital Blessed. The New St. 


Michael the Archangel Hospital for mental 
patients, at Quebec, Que., was blessed in 
October by Cardinal Villeneuve. Replacing 
the building that was destroyed by fire 
in 1939, it accommodates 2000 patients 
and is the largest of its kind in America. 
It is fireproof. The main building is 600 
feet long, seven stories high, and has two 
— that are 200 feet long and six stories 
igh. 

Superior Is Heroine. Mother Marie Al- 
lard, superintendent of Hotel Dieu Hos- 
pital:at Montreal, Que., saved the lives of 
45 patients through her action in directing 
the evacuation and in notifying the fire 
department of a fire in a wing of the hos- 
pital. This wing, the only part of the 
large, historic hospital that is not fireproof, 
was being used because of overcrowded 
conditions in all of Montreal’s hospitals 
All the patients, some of whom were 
operated on that day, were moved to 
other sections of the hospital within nine 
minutes of the discovery of the fire. The 
damage was more than $50,000. 
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N a hectic, war-torn world, be-set by innumerable restrictions, directives, 
regulations, rationing, priorities and scarcities...there is still room and urg- 


ent need for that genial, corpulent symbol of good cheer... SANTA CLAUS. 


Will Ross subscribes whole-heartedly to the Spirit of Christmas. Those pestiferous little elves who 
are so pessimistically concerned about Production and Supply have had their innings and will have 
many more of them before this war is done. But for the month of December .. . let them stew in 
their own dark brown juices! Not that we will overlook their ever-present warnings for a moment. 
To the contrary, our everlasting quest for the essential supplies and equipment you need, selected 
as always on a basis of special suitability for hospital service, goes on without letup. And when 
quandries confront you . . . please continue to ASK WILL ROSS. 


In the meantime, may the Spirit of Christmas be with you. 


18 SPECIALIZED 
DEPARTMENTS 


MILWAUKEE WISCONSIN 








New Supplies and Equipment 


Production, Service, and Sales News for 
Hospital Buyers 


REFERENCE MANUAL ON 
CANNED FOODS 

The second edition of the Canned Food 
Reference Manual, revised to include the 
latest phases of wartime research in food 
and approved dietary practices and to 
serve as a convenient, authoritative source 
book on canned foods and national nu- 
trition, is now made available to members 
of the medical profession. It has been 
reviewed and approved by the American 
Medical Association and bears the seal of 
acceptance of the association’s Council on 
Foods and Nutrition. 


American Can Co., 230 Park Ave., New 
York 7, N. Y. 


For brief reference use HP—1210. 


CARE OF FIRE EXTINGUISHERS 


Several common types of fire éxtinguish- 
ers are subject to freezing, and, if allowed 
to do so, may be rendered inoperative or 
even dangerous to use. Soda-acid, foam 
and gas cartridge extinguishers must be 
kept in relatively warm locations (above 
40 degrees Fahrenheit to be safe) or in 
suitably heated cabinets. Anti-freeze chem- 
icals, such as common salt, calcium chlor- 






































@ LEADING hospitals depend on our specialized knowl- 


edge of equipment problems to help maintain their 


efficient service. This knowledge — gained through a 


quarter-of-a-century experience — is at your com- 


mand for the solution of your particular problems. 


Our selection of available Hospital Equipment and 


Supplies is most complete. Our latest catalog lists 


thousands of products including, quite possibly, that 


hard-to-get item you require. The constructive co- 


operation of our home office as well as that of our 





field representatives may be relied upon. 


Approved Equipment and Supplies for Every Department of the Hospital 


HOSPITAL EQUIPMENT CORPORATION 


89 MADISON AVENUE e 


BRANCH: 


DALLAS, 


NEW YORK CITY 


TEXAS 
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ide, and glycerine should not be added to 
extinguishers, since foreign ingredients may 
reduce the effectiveness and change the na- 
ture of the discharge. Also, they may 
corrode the parts and make dangerous to 
use. Pump tank and gas cartridge extin- 
guishers can be protected by adding anti- 
freeze chemicals supplied by the manu- 
facturers. Chemicals other than these 
should not be used. 

Safety Research Institute, Inc., 420 
Lexington Ave., New York 17, N. Y. 

For brief reference use HP—1211. 


EYE SUTURES 


Hand forged and hand sharpened, with 
all materials selected to meet the exacting 
requirements of the eye surgeon, are all 
Ethicon Eye Sutures. They are equipped 
with Eyeless Atraloc Cutting Point 
Needles. The new eye sutures, offered in 
plain and type B mild chromic surgical 
gut, as well as twisted silk, are of unusual 
flexibility, the result of years of research 
—a complete line of seventeen sutures. 

Johnson & Johnson, New Brunswick, 
W...2. 

For brief reference use HP—1212. 


AERO-KROMAYER LAMPS 


U. S. Navy nurses in hospitals in this 
country are now being furnished with an 
air-cooled electric device that shoots heal- 
ing ultraviolet rays on skin surfaces and 
within cavities of the body. Known tech- 
nically as an Aero-Kromayer Lamp, it 
has been improved and perfected. Slow- 
healing wounds often respond favorably 
when ultraviolet is applied and the lamp 
is also useful for treating abscesses, in- 
dolent ulcers, psoriasis, and other lesions. 
The lamp uses the new principle of aero- 
dynamics instead of a water-cooled sys- 
tem. The casing is of torpedo design, 3 
inches in diameter and 10% inches long, 
and is provided with a pistol grip for 
easy manipulation. 

Hanovia Chemical and Manufacturing 
Company, Newark, N. J. 

For brief reference use HP—1213. 


IMMUNOVAC COLD TABLETS 


Enteric-coated tablets, for oral use, rep- 
resenting a combination of a bacterial 
vaccine made from a variety of micro- 
organisms commonly associated with res- 
piratory diseases and a bacterial antigen 
(Immunogen) derived from the surface, 
or ectoplasm, of some of the strains of 
bacteria. Immunovac cold tablets are used 
for immunization against bacterial infec- 
tions of the respiratory tract and accessory 
sinuses, especially those developing during 
the course of acute colds. Immunovac 
Cold Vaccine for oral use is supplied in 
bottles of 20, 100, and 500 enteric-coated 
tablets. Also available is Immunovac Cold 
Vaccine, Parenteral, in 10 cc. vials. 

Parke, Davis and Company, Detroit, 
Mich., U.S.A. 

For brief reference use HP—1214. 


LYOVAC BLOOD PLASMA 

Lyovac dried blood plasma is a develop- 
ment of Sharp & Dohme research cover- 
ing a period of more than twelve years. 
Prior to Pearl Harbor, the company was 
the only processor of. dried blood plasma 
for the Army and Navy, and, because of 
the company’s » processes and experience 
made available.to other manufacturers for 
the purpose of processing dried plasma for 
the. military forces, this received special 
recognition when the Army-Navy “E” was 
awarded. 

Sharp & Dohme, Philadelphia 1, Pa. 

For brief reference use HP—12 1215. 

(Continued on page 40A) 
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Both parts of this double feature are winning the applause of 
hospital staffs and administrators from coast to coast. First feature is 
Abbott Sterile Venoclysis Equipment. Second feature is Abbott Intra- 
venous Solutions in Bulk Containers. You can see the performance of 
both features in any spare room in your hospital at your convenience. 
Simply ask your Abbott professional service representative for a brief 
demonstration of intravenous fluid administration with Abbott venocly- 
sis equipment and solutions. We believe that you, too, will applaud 
the simplicity, convenience, safety and versatility of the time-tested 


Abbott technique. ABpotr Lasporatories, Nort Cxicaco, ILLINoIs. 
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NEW SUPPLIES 
(Continued from page 38A) 


PYREX LABORATORY 
GLASSWARE 

A supplement, No. 4, to Catalog LP 21 
of October 30, 1943, Pyrex Brand Glass- 
ware has just been received. Many new 
items are listed — Pyrex Bottle and Bulb, 
Graduated Cylinders of various kinds, Cul- 
ture Dishes, Funnels, Tubes, Filter Appa- 
ratus are among the items added to the 
catalog. Precise instructions and descrip- 
tions are given to insure accuracy in 
ordering. 

Corning Glass Works, Laboratory and 
Pharmaceutical Division, Corning, ; 

For brief reference use HP—1216. 


FLUOROSCOPIC SUPPLIES 


Precautions to observe when _ using 
fluoroscopy, including tables of maximum 
recommended exposure, are included in a 
new booklet on Fluoroscopic Accessories 
and Supplies. The 12-page booklet de- 
scribes, illustrates, and provides catalogue 
references for (1) accessories such as 
fluoroscopes, screens, grids, exposure tim- 
ers, opaques, and fluoroscopic room acces- 
sories; and (2) flouroscopic protective 
equipment such as gloves, goggles, aprons, 
and protective chairs. For best flouro- 
scopic results, the booklet lists and dis- 
cusses seven precautions and procedures, 
including eye accommodation, adequate 
protection, lowest possible current, lowest 
possible voltage, short exposure, small 
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“HOLLISTER QUALITY” BIRTH CERTIFICATES 
DUPLEX BIRTH CERTIFICATE FRAMES 
PERFECTED FOOTPRINT OUTFITS 
LONG-REACH SEAL PRESSES 

DISTINCTIVE HOSPITAL STATIONERY 





More than two thousand hospitals 
and doctors are taking advantage of the permanent 
productive publicity of Hollister Birth Certificates. 
Over two million certificates are in circulation, covering 
every state in the Union and many U.S. possessions. 
Records show an increasing number of births in 
hospitals where our certificates are used. 


Send for free booklet 


The story of the Hollister Birth Certificate 


FRANKLIN C. HOLLISTER Company 
538 West Roscoe Street - CHICAGO 











aperture size, and correct tube ratings. The 
booklet also tells how to calculate exposure 
time and determine filtration values. 
Copies of the new booklet (B-3212) 
may be secured from Westinghouse Elec- 
tric and Manufacturing Company, Dept. 
N-20, East Pittsburgh, Pa. 
For brief reference use HP—1217. 


“WET DRESSINGS ARE 
DANGEROUS” 


Under the above caption the current 
issue of The Surgical Supervisor deals 
exhaustively with the danger of wet dress- 
ings and explains the drying of dressings 
in steam sterilization, and how best to 
handle them when removed from the 
sterilizers. Attractive half tones of the Uni- 
versity of Chicago Clinics and Fitzsimons 
Army Hospital are reproduced in the 
issue. , 

American Sterilizer Company, Erie, Pa. 

For brief reference use HP—1218. 


MANUAL FOR KITCHEN 
SANITATION 


The necessity of conserving present 
available kitchen equipment, dishes and 
glassware, kettles and other cooking equip- 
ment, aluminum trays and utensils, coffee 
urns and tea pots and of keeping them 
in absolutely sanitary condition is obvious 
as most essentials are difficult of replace- 
ment. The conservation is best aided by 
modern cleaning methods. “Questions and 
Answers on Modern Cleaning Methods” 
for complete kitchen sanitation is most 
timely and this manual is available and 
should be in the hands of all entrusted 
with the care and preservation of kitchen 
equipment. 

Oakite Products, Inc., 22 Thames St., 
New York, N. Y. 

For brief reference use HP—1219. 


NEW EXECUTIVES FOR UPJOHN 


Executive changes in The Upjohn Com- 
pany which are to become effective the 
first of the year will bring Donald S. Gil- 
more to the presidency, a position occupied 
by Dr. L. N. Upjohn since 1930. Dr. 
Upjohn will assume the chairmanship of 
the board of directors, maintaining his 
active connection and his general super- 
vision of the company’s affairs. 

Dr. E. Gifford Upjohn, who is now 
medical director, will retain his present 
duties as medical director in the post of 
vice-president. Dr. Harold S. Adams, the 
general superintendent, is vice-president 
and director of production. C. V. Patter- 
son, a general sales manager, also placed 
on the board of directors, is a third new 
vice-president and the director of sales. 
Emil H. Schellack is the general sales 
manager of the company. Other officers 
of the company are John S. McColl, vice- 
president and treasurer; Dr. F. W. Heyl, 
vice-president and director of research; 
and J. B. Vanderberg, secretary. 


COURSE IN HOSPITAL 
ADMINISTRATION 


A special grant has been made to North- 
western University, Chicago, by the John- 
son and Johnson Research Foundation, 
New Brunswick, N. J. to establish a 
scholarship fund and underwrite a new 
educational program in hospital adminis- 
tration at the university. In accepting the 
Research Foundation grant, Dr. Malcolm 
T. MacEachern, associate director of the 
American College of Surgeons, said that 
the course is expected to have “far-reach- 
ing effects upon the improvement of hos- 
pitals in this country.” 
(Concluded on page 42A) 
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Dextrose and Saline Solutions in all con- 
centrations usually required by hospitals 
are available in Sterisol Ampoules. Economy 


and uniformity are assured by quantity: 


manufacture. Solutions are chemically 
correct, proved sterile and physiologically 
tested for pyrogens. Freedom from reaction- 
provoking impurities can be depended upon. 
Three convenient sizes—1,000cc., 500cc., 250 
cc. For literature én Sterisol Ampoules, write 
to Schering & Glatz, Inc.— Sterisol Division. 


TRIAL BY FIRE 


N the Middle Ages, the accused was sometimes sub- 
jected to “trial by fire.” If he withstood the ordeal, 
he proved himself innocent and was then set free. 


Similarly, a number of severely exacting tests are 
given Solutions in Sterisol Ampoules before they 
can be released for intravenous use. One of these 
tests is a veritable “trial by fire.” Following auto- 
claving at 240 degrees, the ampoules cre plunged 
immediately into cold water. Only the finest dis- 
pensing container, positively sealed, can survive 
such a gruelling ordeal. 


And the Sterisol Ampoule is such a dispensing con- 
tainer: Made entirely of Pyrex, each ampoule is 
sealed hermetically by fusion of the glass. Sterisol 
Ampoules assure safety and security at all times. 
Nothing but glass can touch the solution until the 
instant of use in the hospital. 





SCHERING & GLATZ, INC., 113 WEST 18th STREET, NEW YORK CITY 
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MADE BY THE MAKERS OF BABY-SAN 
AMERICA'S FAVORITE BABY SOAP 





NEW SUPPLIES 


(Concluded from page 40A) 
CHECK STORED POTATOES 


“Every one who has potatoes stored 
should make a routine check to make 
certain that the potatoes are still protected 
from light, that the temperature is not 
too high because furnace fires are hotter, 
and for moisture and possible spoilage 
from bruises sustained in digging and 
bringing the crop to market,” said Mr. 
E. O. Pollock, Midwest Regional Director 
of the Food Distribution Administration, 
in a recent warning. “Potatoes that show 
signs of deterioration,” he said, “should 
be used immediately to avoid waste and 
spoilage of other potatoes.” At the same 
time, WFA officials point out that there 
are still plenty of potatoes on the market, 
and that potatoes are a good substitute 
for some scarce foods, since they are rich 
in iron, calcium, and vitamin A. 


MORE BUTTER FOR HOSPITALS 

According to a recent decision of the 
War Food Administration, hospitals may 
obtain for use up to the end of March 
three tenths of a pound of butter per 
week per bed from stocks which have 
been held by or set aside for the FDA. 
Ration points must be surrendered for all 
butter purchased. Apply to the nearest Re- 
gional Director of the FDA. 


WFA RELEASES TWO CANNED 
FOOD PRODUCTS 

The War Food Administration has an- 
nounced that, beginning December 1, 
2,600,000 cases of recently packed canned 
string beans and tomatoes have been re- 
leased from set-aside stock and are now 
for sale to civilians. 
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/ Beneath his gloves 
; | HANDS SURGICALLY STERILE 


HE doctor who scrubs his hands with Germa-Medica 
before slipping them into rubber gloves, doubly pro- 
tects himself and his patient from infections. 

For Germa-Medica contains the highest possible concen- 
tration of soap solids. The emulsifying lather flushes out 
dirt and secreted substances with dependable thorough- 
ness, leaving the hands surgically sterile. 

The fact that more than 60% of America’s hospitals use 
Germa-Medica proves that doctors and superintendents 
appreciate its added protection. So switch to Germa- 
Medica—now—for a stronger bulwark against infections. 
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HUNTINGTON INDIANA ® 


TORONTO 


~~ ANERICA’S FINEST SURGICAL SOAP 





Hawaii 

Observe Sixtieth Jubilee. The Sisters of 
the Third Order of St. Francis recently 
commemorated the sixtieth anniversary of 
their arrival in the Hawaiian Islands. 
They celebrated a solemn Mass of thanks- 
giving in their motherhouse chapel at 
Manoa; Very Rev. Robert Schoofs, vicar- 
general, was the celebrant and Rev. James 
Ryan Hughes preached the festal sermon. 


Many religious of other communities at- 
tended, and throughout the day open 
house was held at the convent. 

The first band of Franciscan Sisters 
went to the islands at the invitation of 
King Kalakaua and his consort, Queen 
Kapiolani, to help take care of the many 
lepers. Six months after they arrived the 
Sisters opened up their first institution, 
Malulani Hospital at Wailuku, Maui. 





ST. NICHOLAS HOSPITAL, 


SHEBOYGAN, WIS. 
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